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The Value of the Dispensary to the Medical Staff, 
Intern, and Nurse 


Miss Beatrice McEvoy, Dispensary Director, Charity Hospital, Cleveland, Ohio. 


It is obvious that in discussing the value of a dispen- 
sary to the staff, the intern, and the nurse, the definition 
of a dispensary and its value as an out-patient depart- 
ment of a general hospital which participates in medical 
education, must be considered. 

According to Dr. W. S. Thayer of Baltimore, “The 
principal functions of the dispensary as an out-patient de- 
partment of a general hospital which is part of a school of 
medicine are various, but in every aspect, interlocking.” 
He considers them under four headings as they are related 
primarily to: 1. The hospital; 2. The school of medicine; 
3. The medical profession; and 4. The public. 

1. The dispensary in its relation as a department of 
the hospital, should receive those applying for medical 
opinion or treatment, who are not indisposed sufficiently 
to be admitted to the wards as patients. 2. It should 
play a big part in the observation of ward patients who 
have been dismissed from the hospital, by means of a fol- 
low-up system until the termination of treatment has 
been obtained. 3. It should be the nucleous of an active 
social service department which functions as the coopera- 
tive agent between physician and‘patient in assisting the 
indigent sick and their families in making a readjust- 
ment while under hospital supervision. 4. _ Dispensary 
service through its social service department must develop 
the closest relationship with all other organizations and 
groups in the community, bearing in mind its position is 
not an isolated one, and should take a big part in what- 
ever constitutes social progress and the promotion of 
better health conditions. 

The dispensary, if properly organized and scienti- 
fically conducted, affords the school of medicine an in- 
valuable service by having material of unlimited types and 
sources for the purpose of instruction. The dispensary 
serves the medical profession by offering relief to the busy 
practitioner in affording care to those unable to pay for 
treatment. It should also give the practicing physician 
an opportunity to secure for patients not well situated 
financially, the advantages of laboratory tests, x-ray exam- 
inations, and expert opinions for diagnostic purposes. 

Authorities tell us the medical staff is one of the most 
important assets of the hospital, and should be an organ- 
ization composed of a carefully selected group of physi- 
cians representing different branches of medicine and sur- 
gery, formed for the joint practice of medicine, inter- 
preting and upholding the professional standards which 
are effective in the institution. It should be definitely 


organized for the advancement of team work, the promo- 
tion of policies, and the development of satisfactory re- 
lations with the administration of the hospital. It has 
been recommended that the dispensary medical staff be 
an auxiliary staff and receive definite recognition as 
members of the hospital organization and staff. In eacn 
dispensary there should be designated a chief of clinic, 
who should be under the general authority of the chief of 
the corresponding department of the hospital. 

The dispensary staff has the responsibility for the 
care of its patients, and outlining a medical program for 
the aftercare is part of that responsibility. The social 
service department has a very definite place in assisting 
the doctors to carry out details of the program. It also 
makes an invaluable contribution to the staff in securing 
facts concerning the patients family, home, conditions, 
neighborhood, and finances, which in conjunction with 
the medical knowledge obtained, help in formulating the 
after-care program. 

The number of patients treated in dispensaries is 
much larger than that touched by the hospital. The 
numerous opportunities afforded for prevention of disease: 
and for study of chronic conditions, which form a large 
part of the private physician’s practice, are greater than 
the usual opportunity of the hospital. Advantages for 
instructing the medical student are in many instances 
greater than those of the hospital. It is of excellent value 
to have the hospital work and dispensary work closely 
correlated. Duplication of work, and failure to utilize 
the dispensary when aftercare is indicated, result from 
lack of unification of hospital and dispensary. It makes 
for efficiency and cooneration to have all clinics conducted 
at the same time. This procedure enables physicians to 
consult with one another when the transferring or refer- 
ring of patients to different clinics becomes necessary. 
The management and equipment of departments are very 
important factors in the achievement of success. It is 
imperative that the management be performed by an 
executive of great ability and a keen sense of organiza- 
tion. 

The main purpose of the organization is to render the 
service*of the physician to the patient effective. Conse- 
quently all elements must be taken into careful considera- 
tion and dealt with accordingly. 

From the standpoint of the intern, the dispensary is 
designed to furnish experiences in the many phases of 
practice, including an adequate basis for the understand- 
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ing of patients. Developing the ability to recognize the 
early symptoms of certain diseases is one of the vitally 
important problems of practice, and cannot be acquired in 
the lecture room or in the wards. Acquisition of knowl- 
edge in dealing with the lesser ailments is another oppor- 
tunity of great value afforded the intern, as inevitably in 
hospital work stress is laid on the graver phases of acute 
and serious conditions. The greatest privilege and per- 
haps the most important contribution made by the dis- 
pensary, is the realization that in order to be successful in 
the future the doctor must learn to prevent and protect. 
Prevention is the key-note of modern medicine. The idea 
is being constantly reitterated that it is not sufficient to 
get people well; they must be kept from getting sick. 
The significance of the development for health education 
and health promotion, which is creating in us all a new 
vision, and has become a composite picture, is being 
brought about by methods and techniques recently ac- 
quired from new discoveries. The dispensary with its 
diagnostic and therapeutic facilities provides opportunity 
for studies, mutual consultations, and the value of special- 
ization, otherwise unavailable except to a few doctors. 
The nursing work of a hospital is an element of great 
importance in its routine administration. Part of the 
education of a nurse very necessarily lies in the dispen- 
sary, where practical experience can be gained with the 
ambulant patient. Hand in hand with the service given 
to those who come to the dispensary must be conveyed a 


preventive and health program. Here the nurse has an 
opportunity to educate patients along habit lines. It has 
become a well recognized fact that what affects one mem- 
ber of a family very often affects all the others. It gives 
the nurse a rare opportunity to do health case work with 
the family as a whole. Of equal or no greater impor- 
tance is knowledge gained in handling contagious and in- 
fectious diseases, infant welfare and child health work, 
with the acquiring of special information along nutri- 
tional lines. Coming in contact with patients who need 
social service, and considering the marvelous therapeutic 
value this service is to the handicapped, surely such ser- 
vice should be part of the nurse’s program. 

In conclusion I can do no better than to quote from 
one of Dr. Michael Davis’ numerous papers: “The 
proper development of dispensaries must depend largely 
upon the constructive help of professional men, for dis- 
pensary service must be properly correlated with private 
medical practice on the one hand, and with hospital ser- 
vice on the other, if the medical profession is to be treated 
fairly, and the public to receive adequate service.” 

The dispensary must consider its obligations to the 
community, as well as to the patient, and it must en- 
deavor to prevent as well as to cure, disease. As findings 
indicate the condition, so the condition may indicate the 
person, his mode of living, his occupation, and his habits. 
Therefore the individual, as well as the disease, must be 
taken into very careful consideration. 


Hospital Accounting 


Sister Una, St. Joseph’s Hospital, St. Paul, Minn. 


Hospital accounting, in spite of its indispensable 
character, is rather an uninteresting subject to discuss 
even at a hospital convention. But as our chief aim is 
an exchange of ideas with a view to facilitating and bet- 
tering conditions in every line of hospital work, I ask you 
to bear with me while I give a brief review of accounting 
as carried on in our hospital at St. Paul. The system 
now in use in St. Joseph’s Hospital was introduced sev- 
eral years ago by Malcolm E. Nichols, expert accountant 
of the Nichols Expert School, St. Paul, Minn., and has 
proved very practical and complete. 

Following is a brief sketch: 

A daily cash book is kept, in which all cash entries 
are made for the day. At the end of the day the cash is 
balanced, the actual cash agreeing with the cash book. 
Then an entry is made in the combined Journal, cash, and 
daily financial statement book, debiting the cash and 
crediting the accounts for which cash was received, and 
crediting the cash and debiting the accounts for which 
cash was paid. This combined journal, cash, and daily 
financial statement book has special columns as follows: 
General ledger, charge, and erédit, in which are entered 
those accounts not carried in special columns; Patient’s 
ledger, charges and credits; each receipt and disburse- 
ments; bank deposits and checks (each check and check 
number entered separately); x-ray debits and credits; 
training school debits and credits; stationery, printing, 
and postage debits and credits; dressing and operating 
room suppplies, debits and credits; laboratory debits and 
credits; drug debits and credits; board and room credits 
only; and all the following accounts, debits only: Travel- 
ing record room, charity, allowances, household supplies, 
dry goods, salaries, repairs, fruit, vegetables, groceries, 
butter, eggs, and milk, bread, meat and fish, furniture and 
fixtures, dishes, bedding, engine room, hospital supplies, 
miscellaneous. 

On the first of each month these special column totals 
are posted to the general ledger and also to a one sheet 
recapitulation for the totals of each month. This re- 
capitulation sheet shows at a glance the total receipts and 


1This and subsequent papers were read on the second day, 
July 25, 1923. - 


disbursements, i. e., the total amount paid for meat, bread, 
ete., for each month, and at the end of the twelve months, 
the totals for the year. After the posting is completed, 
a final balance of the general ledger is taken, and this trial 
balance should agree with the controlling account. 

At the end of each month a statement of the total in- 
come and expenditure of the month is given to the 
Superior. On July 1st of each year a financial report is 
made to the Superior and to the Mother Provincial at the 
Mother House. 

After the financial report has been completed the per 
capita cost is worked out as follows: 

Every item of expense is included: taxes, water, gas, 
salaries, and all other like expenses incurred for the year. 
Then the total expense is divided by 365, the result giving 
the approximate daily expense. This amount divided by 
the average number of patients per day gives the per 
capita cost. This system may be used monthly as well 
as yearly. 

General Ledger: In addition to the general ledger 
accounts already mentioned in the foregoing paragraph, 
we also have the following: Assessments, bills payable 
and receivable, chapel and chaplain’s salary, dentistry, ex- 
change, fuel, gas, hospital site and buildings, interest and 
discount, insurance, laundry, loss and gain, mortgages, 
hospital present worth, patients’ ledger, telephones. We 
open other accounts when necessary. 

Patients entering the hospital and able to transact 
business, are told of the different expenses likely to be in- 
curred, such as for medicines, operating room, special 
nurses, ete. On the other hand, if it is an ambulance 
case, we explain these matters to some member of the 
patient’s family. This method of dealing with the patient 
and his relatives has been most satisfactory, and as a re- 
sult no unnecessary expense is incurred. 

When these preliminaries are explained, a week’s de- 
posit is asked, for which a receipt is given. The stub of 
the receipt we post to the patient’s individual ledger ac- 
count, showing the date, receipt number, and the amount. 

The morning the patient leaves the hospital the 
Sister in charge of the floor makes out an item slip with 
the following information: Patient’s full name, date of 























admission and discharge, room number, operation and 
medicines and dressings suppplied by floor. This is for- 
warded to the drug department where the Sister druggist 
gives an itemized account of all drugs and dressings sup- 
plied. The slip is then sent to the bookkeeper, who makes 
out the list in full and also a copy on a billhead for the 
patient. Monthly bills are issued to patients who remain 
in the hospital for a long period of time. 

From these item slips we post direct to each patient’s 
individual ledger card. After the day’s posting we add 
all the different charges on the total daily slips and enter 
them in the journal cash book, debiting the patients’ led- 
ger for the total, and crediting the various items such as 
board and room, operating room charges, etc. These 
item slips are then filed away. 

St. Joseph’s Hospital can accommodate 250 patients. 
The supplies are purchased by the Superior, her assistant, 
and also by the heads of the different departments with the 
sanction of the Superior. The chief engineer orders coal 
and all supplies for the engine room. These orders are 
recorded on special requisition slips in duplicate, and are 
signed by the Superior or bookkeeper. One slip is for- 
warded or taken to the company from whom purchases are 
made, and the other is filed in the office. 

The invoices are sorted and passed to the heads of 
the various departments to be checked and O.K.’d, after 
which they are returned to the bookkeeper, who compares 
all invoices with the statements. Bills of the previous 
month are paid usually by the fifteenth of the current 
month. 

I have here samples of our item slips, patients’ ledger, 
journal, cash and daily financial statement book, with 
entries in same to show just how this work is done. 

The thought has often occurred to me—would it be 
advisable to have a standard system of bookkeeping for 
all hospitals belonging to the Catholic Hospital Associa- 
tion? I do not mean anything elaborate, rather the oppo- 
site, a simple yet complete system—simple in form, in 
daily workout, and in methods of getting results. It 
would, I think, make for greater efficiency. 

In conclusion, let me say that I hope the day is not 
far distant when hospital accounting will be put upon a 
firm and uniform basis. 


DISCUSSION OF SISTER UNA’S PAPER. 
Sister Mary, St. John’s Hospital, Cleveland, Ohio. 


In Cleveland, because of our connection with the Wel- 
fare Federation, our bookkeeping has undergone a com- 
plete change. The standardization of hospital accounting, 
as suggested in the paper just read, is now an accom- 
plished fact. The fourteen hospitals of Cleveland employ 
the same system. Last year the state adopted our classi- 
fication of accounts, so the report sent out annually by 
Columbus to be filled in by each hospital is now based 
on our system. This, you can see, makes it a very simple 
matter for us to give the information desired, as it is 
merely a copy of our trial balance or audited report for 
the year. 

This uniform system was installed by Scovell, Well- 
ington and Company at the suggestion of the Welfare 
Federation. The firm has branch offices in many of the 
large cities, including Chicago, and also audits books for 
all agencies within the Federation. 

I will endeavor to explain a few points in the system 
used by us which are different from those just outlined. 

All cash received is deposited, no cash payments be- 
ing made out of the cash drawer; therefore, the balancing 
of cash at the end of the day is only a balancing of the 
cash receipt book with the cash in the drawer. All pay- 
ments are made by check except very small items, These 
are taken from a petty cash fund of a hundred dollars, 
which is reimbursed every month for the amount with- 
drawn as shown by the petty cash slips. 

Instead of using a stub for our receipt books, a carbon 
copy is made of every receipt given. The copy retained 
is yellow to distinguish it more readily from the receipt 
given. These receipt pages, loose leaf, are filed in a post- 
binder and serve as a book of original entry, thus elimi- 
nating all possibility of error in copying. 
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Another feature which we find of benefit is that we 
show the actual expenses for each month and not just the 
expenditures. Vouchers are drawn for all bills of the 
month, whether paid within that month or not; insurance 
and interest are prorated, and each month is charged with 
its proper share of expense. 

In our classification of accounts, capital assets and 
liabilities are segregated from current, each group of ac- 
counts being lettered as follows: 

A.—Capital Assets. 

B.—Current Assets. 

C.—Capital Liabilities, 

D.—Current Liabilities. 

E.—Operating Earnings. 

F.—Other Income. 

G.—Administration Expenses. 

H.—Expenses for Professional Care of Patients. 

J.—Departmental Expenses. 

K.—General House and Property Expense. 

Under the caption of capital assets appear land, 
buildings, furniture, fixtures, etc, Under current assets, 
cash in bank, accounts receivable, prepaid insurance, etc. 

We feel that the division of expense into administra- 
tion, care of patients, departments, and general house and 
property, each with its proper sub-divisions, best gives us 
the information which we need. The departmental ac- 
counts enable us to separate the expenses of each depart- 
ment, as steward’s department, housekeeping, laundry, 
nurses’ home, etc. Our pay-roll carries the like sub- 
division so that each department is charged with its exact 
cost in salaries, as well as in supplies. 

I should like to ask what advantage there is in carry- 
ing separate accounts for bread, fruit, vegetables, etc., 
instead of putting these under provisions. Could not those 
extra columns be better used for accounts which would 
give us more important information than what part of 
our provision expense is for bread or fish? 

In the report which is sent monthly to the Welfare 
Federation we are required to give our per capita cost 
for the month. This is found by simply dividing the total 
operating expense by the total number of days’ treatment 
for the period under consideration. The same is done for 
the year. For the purpose of ascertaining the number 
of days’ treatment, a daily census sheet is kept. At this 
juncture appears one of the advantages of obtaining the 
exact expense of each month, and not merely the ex- 
penditures, as in no other way can you arrive at an exact 
per capita cost. 

The hospitals of Cleveland have an institution for the 
collection of accounts, the plan of which seems to be new 
and may be of interest to you. The Hospital Council has 
established a bureau consisting of an attorney, and, I 
think, four assistants, who handle all hospital accounts 
that remain unpaid after ninety days, and on which no 
arrangement for extension of time has been made. This 
collection department is budgeted by the Welfare Fed- 
eration, hence there is no charge to the hospital for col- 
lection, It unites the idea of social service with the effort 
to collect such accounts as should be paid, so that there 
is no danger of undue pressure. This danger (which is 
always a real one when a commercial agent is handling 
accounts) is eliminated by the fact that those employed 
for this work receive a salary, not a commission; and 
furthermore, as an agency of the Federation, they know 
they cannot afford to lose the good will of the people. 
This department serves also as a sort of clearing house. 
Every six months a complete list of all accounts consid- 
ered uncollectable is sent to each hospital, which thus has 
the names of all who were in other hospitals as pay or 
part pay patients, and failed to pay. This information 
is useful in the admission of patients, as it not infre- 
quently happens that the same party enters another hos- 
pital. He can then be immediately classed as a free pa- 

tient, or, if the information of the collection department 
shows that he is merely evading payment, it can be pro- 
vided that he does not obtain a private room without 
paying in advance. 

The bulk of our purchasing is done through the pur- 
chasing department of the Hospital Council. By means 
of centralized buying it is possible to have the services 
of men especially trained and experienced along these 
lines. It also insures us better prices, as they control 
a greater volume of purchases. All requisitions are made 
in duplicate, the original is forwarded to the office of the 
purchasing department, and the other is retained. We 
have had the repeated experience of important savings 
made in this manner of purchase. 








Tits statement of Mr. Alvin Macaulay, president of 
the Packard Mctor Company, in his recent sermon- 
ette on “Reputation:” “The man who builds and 
the man who buys are both beneficiaries of a good reputa- 
tion,” truly applies to hospitals. For who, more than 
they, builds up the sick on food selected by a buyer who 
must have always in mind the reputation of the hospital ? 

In recognition of the great importance of food to 
health, and its prominence in the cost of living, food 
values are now taught as part of the work in Domestic 
Science or Home Economics in practically all schools of 
repute—both public and private. 

Buying carefully, conscientiously, thoughtfully, and 
economically involves the following: 

1. The patients. 

2. The quality and quantity of food to be purchased. 

3. How to buy. 

4. When to buy. 

5. From whom to buy. 

6. Records of transactions. 
7. Storage and care. 
8. Preparation. 


The Patients. 


Patients are defined by Webster as “Persons under 
medical or surgical treatment.” They should be looked 
upon as members of God’s suffering humanity and treated 
accordingly, receiving first consideration from every view- 
point, the least not being the buying of the means to 
build them up and restore to them heaven’s greatest of all 
blessings—health. 

The hospital, as a composite unit built around the 
patient, must necessarily include the Sisters, doctors, 
interns, nurses, and help. They, too, must receive their 
respective consideration. 

In buying for the patient, only the very best quality 
and most nutritious food should be on the list. In foods— 
more than in any other commodity—the very best is 
always the least expensive. Experience has taught most 
of us that in purchasing the best there is less time and 
labor required in its preparation and less waste to be 
disposed of. 

It stands to reason that the food for the patient must 
be of a different nature from that for anyone else. There- 
fore the individual patient must receive individual atten- 
tion. The patient in a weakened condition, probably just 
recovering from a serious operation, surely cannot and 
should not have the same kind of a tray that a con- 
valescing patient receives. A stomach case cannot dis- 
pose of the same kind nor quantity of food served a 
fractured arm ease. (All information pertaining to food 
for the individual patient is obtained from the floor 
supervisor on forms printed for this purpose.) 

As the Sisters are more closely confined—having 
fewer opportunities to be away from the hospital and pro- 
cure a change of food, ete.—and are in almost constant 
association with the patient, they are more exposed to 
disease, and unless they are fortified with a goodly amount 
of physical strength (possible only with good food) they 
will not have the required power of resistance and thus 
will become unable to do the work which the Lord and 
they intended when they became hospital Sisters. 

Interns come to the hospital after years of study and 
nerve strain and need not only good and nourishing food 
but special attention to help make their critical years in 
the hospital the better and the happier. This is material- 
ly assisted by giving them steak when they want steak, 
and pie when they want pie. 

Nurses, having just finished their high school work, 
and coming from homes of refinement and culture where 
their diet was carefully considered, should be given more 
than an ordinary amount of thought when their food is 
selected. As well as being nutritious, it must be attrac- 
tive. 


Buying Food Supplies for a Hospital 


Sister Mary Agatha, Mercy Hospital, Chicago, III. 
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Because help is such a necessary factor in every hos- 
pital it is quite essential that they be well fed with good, 
wholesome food. Unless this unit is satisfied, not much 
can be accomplished. The help can make or mar a hos- 
pital. 

In giving these four wheels of the hospital (Sisters, 
doctors, nurses, and help) their well deserved considera- 
tion, better service and greater care are assured the 
patient. 

The quantity of the food to be purchased depends, of 
course, upon the number to be fed, local conditions (such 
as store room, refrigerator and kitchen facilities), whether 
or not the market of supplies is equipped to render special 
service, and the market quotations. The prudent buyer 
will not store up perishable supplies in a greater quantity 
than for one or two days’ consumption. 

How to Buy. 

Buying on competitive bids is really the only prac- 
tical and businesslike way. When the man from whom 
you buy knows that five or six others are being given the 
same opportunity to procure your business by supplying 
the best goods at the lowest figure possible, he, too, will 
sharpen his pencil and quote you as low as he really ean. 

If you do not use this method, try it for a while and 
you will be amazed at the results. In comparing figures 
I have found an actual difference of $27.00 between the 
highest and lowest bidder on a $125.00 purchase of fruit 
and vegetables. 

Knowledge of just what is the best quality is neces- 
sary to standardize the article purchased. For instance, 
the standard for the best quality in lettuce is that it be 
regular in shape, firm, have a hard head, and no signs of 
decay. Avoid lettuce that is soft and has loose, coarse 
leaves. (The exclusive use of Iceberg lettuce has proved 
a good investment.) 

In buying canned goods it is always best to see sam- 
ples and compare brands, counting and comparing the 
actual number of servings contained in the various cans. 
Buy on quality, not on price alone. 

In selecting meats there is a wide scope for the buyer 
to exercise good judgment, which comes only with a 
knowledge of the correct standard of quality. Quality in 
beef, for instance, is indicated by smoothness, grain, and 
color of the meat. The buying of meats is such an exten- 
sive subject that a whole paper might be written on it 
alone without telling half the story obtained by experi- 
ence and observation. It almost goes without saying that 
it is most advantageous to buy meat by the carcass and 
have it trimmed and cut to order. All dealers will gladly 
do this for you. 

When to Buy. 

When to buy is one of the most difficult problems of 
the work. You must be familiar with all the details of 
your stock on hand, amount of consumption, prospective 
crops, market conditions, and the effect of the scarcity 
or abundance of one commodity upon another. For in- 
stance, the scarcity of raisins and black figs during their 
season of popularity when certain recipes made them an 
actual necessity. 

This information can be obtained only by reading 
everything you can procure in the way of newspapers, 
magazines, and advertisements, and by interviewing sales- 
men. Without this knowledge it is impossible to buy ad- 
vantageously to the hospital. 

It usually pays to buy “figures,” and early buying is 
advisable for the reason that in the event of a “short 
pack,” prices go up and those who buy late pay the 
higher prices, whereas early buying insures protection 
against these natural advances. The possible causes for 
advance in “futures” are frosts or other weather condi- 
tions which reduce crops; labor trouble, tin shortage, 
heavy demands, transportation difficulties, etc. 
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Where to Buy. 

The majority of buyers will agree with me, I think, 
when I quote: “It is always better to pay a little more 
money in order to do business with men of character. 
The other fellow will get you sooner or later.” The large 
wholesale grocer’s and packer’s stock is always moving, 
and therefore they have the best assortment and freshest 
goods to supply. 

As these wholesale houses employ only experienced 
salesmen it behooves the economic buyer to see and culti- 
vate them. Specializing as they do in their line of work 
they become authorities on market conditions, the com- 
parative values of various grades, prospective crops, ad- 
vantageous contracts, etc., and can render valuable assist- 
ance when the anxious buyer is in doubt. My experience 
has been, it pays to see the salesmen. 

Record of Transactions, 

Information pertaining to the supplies and amount to 
be purchased is obtained from records of the store room 
man, who keeps an account of inventory on hand first of 
month, receipts and distribution of current month, as 
well as a copy of the menu. When supplies are received 
they should be examined, checked, and weighed (when 
bought by the pound, such as meats and vegetables), and 
then entered in the receiving book which provides for the 
following information: 

Date, 

From Whom received, 
Description, 

Quantity, 

For What Purpose Intended. 

All supplies should be distributed only on signed 
requisitions. 

An efficient store room keeper can make himself a 
necessary asset to the hospital. Upon him depends the 
honest checking in of supplies and their placing and 
arranging to facilitate the distribution of the old stock 
previous to the distribution of the supplies more recently 
purchased. Hearty cooperation on the part of those em- 
ployed in the store room is a complement to economic 
buying. Without economy in distribution, economy in 
buying is useless. 

Preparation. 

Preparation of the food which has involved so much 
thought, labor, and expense in its buying, should be en- 
trusted only to competent cooks under the direction of an 
experienced and well paid chef, or, under ideal condi- 
tions, a steward—for what doth it profit a hospital if the 
buyer select all the best goods in the whole world and they 
be spoiled in the cooking? Preparation of the food de- 
mands the previous arrangement of a well-balanced and 
attractive menu. In arranging this menu the following 
must be considered: 

1. For whom the food is to be prepared, 

2. The number to be served, 

3. The food which is in season, 

4. Selection and arrangement for each day of the 
week, 

5. The market prices and cost. 

As the one most familiar with the stock, prices, market 
conditions, and storage capacity, the buyer, assisted by 
the dietitian and chef, should control the arranging of 
the menu, which, in turn, should be submitted to the 
superintendent for approval. 

As buying for some one else is always a responsi- 
bility, the buyer for a hospital must make it a personal 
matter, keeping in mind that to buy advantageously, cor- 
rect standard of quality and price standpoint should be 
the watchword. 

Ability to buy is a God-given gift, but it can be 
acquired and developed by experience and study. 


DISCUSSION OF PAPERS BY SISTER UNA AND 
SISTER AGATHA. 
Conducted by Father Mahan. 


Father Mahan: It would be well to come to some 
good system which we could recommend to the whole 
Association, after finding the merits and demerits of each 
and arriving at some acceptable standard. It is advisable 
to do so not only in scientific, but in material interests. 
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Sister: At St. Mary’s, in Minneapolis, we’re using 
the same system Sister Una spoke of. There are also 
very good ideas presented in Sister Mary’s paper. I 
think hospitals in a given locality might do very well to 
unite in central buying. 

Sister: Oak Park Hospital has practically the same 
system as St. John’s. 

Sister: I think there should be centralization of buy- 
ing, but that the heads of departments should be consulted 
by the head buyer. Every head knows just what she wants. 
At the same time every head may not be a buyer. I don’t 
see how a Sisters’ hospital can advantageously have an 
outside buyer, because I think the personality of the buyer 
can do much for the good of the hospital. I:know the 
Associated Charities in Chicago did centralized buying 
under an expert outside buyer, and discontinued, But 
there should be one buyer. Otherwise there is'a tendency 
toward extravagance. 

Father Moulinier: My impression is that Cleveland 
still considers it an experiment. If it proves generally 
satisfactory and unquestionably profitable in Cleveland, we 
plan to advocate and bring about a general international 
purchasing bureau for Sisters’ hospitals. Clearly it would 
have to be limited in the number of things bought, and 
it would be difficult to organize. There will be no such 
attempt unless after another year or two Cleveland is 
convinced that it is absolutely good business from every 
viewpoint. Therefore we should all be interested in Cleve- 
land’s experiment, and accordingly either in groups and 
sections, or as a unit, adopt some modified form. There 
is a New York purchaser who claims he can save millions 
of dollars to Sisters’ hospitals by centralized buying. If 
what he says is correct, there is no question that you can 
have an international purchasing agency and that it can 
be brought down to lesser units, even to the individual 
hospital through the central buyer in the hospital. There 
is no question that centralization itself is good. Just how 
to organize is a matter we must solve slowly and 
cautiously. 

In the accounting system at St. Paul do you have any 
item of depreciation? 

Sister: Yes, in fixtures and furnishings. 

Father Moulinier: All business people do take this 
into consideration, Do you take account of your invest- 
ments and the interest on your investments? 

Sister: No, we do not. 

Father Moulinier: You are entitled, in justice and in 
good business, to such return. There was some talk of 
cost accounting at St. Paul. What do you think of it, 
Sister? 

Sister: Sometimes I think it would be better in one 
sum 


Father Moulinier: The advantage of the cost account- 
ing system is its location of waste and the more ready 


determination of best prices. If there is any leakage in 
earnings you know just where it is. Sharp business, 
which is the intelligent watching of every outgo of money 
and the return for it, demands it. The best of quality, 
for instance, is fundamental in economic good business. 

None of the hospitals represented here seem to have 
a budget. A budget means the careful calculation of the 
reasonable cost of every department, and every hospital 
should have it as a financial guide. 

I have been dreaming for several years of a central 
purchasing agency which might be located anywhere, with 
local agents administering to different parts of the coun- 
try through the purchase of various imperishable things 
that might involve a great saving. I can see how a man 
buying for 20,000 Sisters and 700 hospitals can do some 
wonderful purchasing in the best market nearest the 
source of supply. I can see how he can secure the best 
transportation and far more surely get quality than can 
your local buyer. 

At the same time I can see that your hospital has 
gradually established friendly relations with local firms. 
You feel the need of their good will and hesitate to lose 
it. That is the human side of it, and it counts for some- 
thing. It might be at times you would feel you could do 
even better through a local concern. 

Centralization may not work, but theoretically I 
think there can be no question that it is a good thing. 
What is making big concerns and trusts? They are 
national organizations with the big power of centralized 
purchasing. 

We're going to study this. We’re going to get com- 
mercial agents and financiers to help us solve it. And 
if we can establish a centralized buying bureau the hos- 
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pitals will perhaps save hundreds of thousands of dollars. 
If that is true, we’re foolish to spend it in a loose pur- 
chasing system when we might save it by a careful cal- 
culating system. We might use. that surplus at Spring 
Bank, in our hospitals, or for our Nermal Training School. 

Think over that cost accounting. I don’t see how you 
can buy with real business skill without it. I’m afraid 
Sisters generally aren’t enough interested in the business 
side of the hospital, I wouldn’t excuse any Sister who 
isn’t interested in getting one hundred per cent returns 
on the dollar. This is only using rightly the means for 
the end we want, and in that it is a tribute of faith to 
God. 

Let the real faith of the twentieth century actuate 
us, which is faith in the ability God has given us, and 
let us use it to the fullest extent. Keep in mind that 
there is not only sublime, absolute, supernatural faith. 
Talk to your Mothers Superior about it, and remember 
what St. Ignatius said: 

“Do everything to the limit of your ability as though 
there were no God. Then think only of God, and realize 
that what you have accomplished is due to Him.” 

Father Mahan: Suppose all Chicago hospitals were to 
combine on one article—say linens—and find the company 
best for dealing in that purchase, we could undoubtedly 
perform good business buying. 

Father Moulinier: We must think of making the con- 
ferences here the time and place for a large part of your 
annual purchasing. We are going to see that the firms 
represented here are absolutely reliable. The committee 
of exhibitors assures me that if we build a stronger, safer 
floor for heavy exhibits, we can have from one hundred to 
one hundred and fifty exhibits, each paying from one to 
five hundred dollars for space. In this way we can soon 
build up an endowment for our Training School; we can 
make everything here free—provided you convince your 
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Mothers that they should make this period their main pur- 
chasing season. 

Do you think yearly concentration of buying would be 
looked on favorably or unfavorably by buyers? 

Sister Agatha: I would like to consider that, but I 
think it a splendid idea. 

Father Moulinier: What about buying perishable 
things at vegetable markets? 

Sister Agatha: We buy at such places in South 
Water street. They call me every morning and I can 
depend on them to fill my orders properly. It is not 
necessary to go in person because they know I inspect 
everything and that if it is not good it will go back. I 
have consulted efficient hotel men in regard to buying. 

Father Moulinier: That is a good suggestion for 
other Sisters. It is fundamental to get expert guidance. 
It is our plan to have a course of talks here by the highest 
grade hotel men on the purchase of supplies, that the 
Sisters may know the best thoughts from experts. You 
all have hotel men you can consult. It is a very good 
plan to do so. 

Sister: I think much of the secret of successful buy- 
iss lies in the merchant’s knowing the character of the 
uyer. 

Father Moulinier: There is growing a very fine ethics 
among hospital providers. ‘They want to give the best 
service to the Sisters in view of the fact that they want 
the most intelligent purchasing on the part of the Sisters. 

If you can bring your hospitals into relationship with 
the reliable firms of the continent, think what a satisfac- 
tion it will be. The healthy business man delights in good 
competition, and Sisters must meet this attitude of mind 
that is assuming the ethics of a profession. 

I hope we may have not only a great centralized buy- 
ing bureau here, but some day a great centralized sana- 
torium and convalescing hospital. 


The Supervisor of Records 


Louis D. Moorhead, M. D., Mercy Hospital, Chicago, III. 


It has been said that the first essential in hospital 
standardization, which means securing the best possible 
care for the sick and injured of the community, is com- 
plete case records. Is it any wonder, then, that we find the 
problem of case records recurring again and again on our 
programs, for surely we must strive to have that first 
essential perfect if all that follows is to be well. With 
the development of case records in our hospitals—the 
appreciation of what they are—and an ever increasing 
understanding of the value that they may be when prop- 
erly utilized—of value not only for the sick today and for 
the scientific men and women of today, but for genera- 
tions yet to be born; with all this, there has sprung into 
being a new profession—the profession of supervisor of 
hospital case records. 

Since records are paramount in our scheme, the 
supervisor of these records must be an important person, 
and the new profession worthy of grave consideration. 
So the first part of our program this afternoon takes into 
consideration the supervisor of records—her functions and 
duties. Because we are striving always towards the at- 
tainment of the ideal, the picture that I shall try to pre- 
sent to you is one that includes the functions and duties 
of the ideal supervisor of records. In the summers of 
1919, 1920, and 1921, when the movement of hospital 
standardization was spreading rapidly over the country, 
and case records were passing from the realm of theory 
into the land of fact, we conducted in our Loyola summer 
school, under the auspices of this Association, courses to 
train record keepers, for the cry was ever present: What 
are case records? How do you make them and what do 
you do with them? The conclusions that I am presenting 
to you this afternoon are based on the experience of these 
courses, not only as we gave them in theory, but as we saw 
their working out in practical application when these 
people had gone home, instituted their systems, and were 
visited bv Father Mahan and me in the years that fol- 
lowed. We saw then how theory worked out in fact, what 





problems and difficulties had arisen, and how these were 
being met. 

The functions and duties of the ideal supervisor of 
records are: 

1. To see that complete records are honestly made of 
every patient that enters the hospital. 

2. To see that these complete records are properly 
filed and indexed. 

3. To promote as far as possible the proper use of 
complete case records. 

Each of these three functions and duties is worthy of 
our individual consideration. The first, to see that com- 
plete records are honestly made of every patient that 
enters the hospital, involves two propositions: A knowl- 
edge of the science of making case records, and its appli- 
cation to a greater or less degree. One must know what 
the case record is, its component parts, and how to obtain 
them. This is necessary even though the supervisor may 
not have to make any part of the record, but only pass 
judgment on its completeness. Secondly, an appreciation 
of the art of obtaining case records, and the judicious 
exercise of this art. I feel that this appreciation of the 
art almost constitutes a vocation, if I may use the term, 
to the profession. One may have all the science in the 
world of case records, but if that one has not the art and 
the appreciation of the art, failure, not success, will fol- 
low. The art may involve an understanding and sym- 
pathy for the patient when the duty is to take the history. 
It may involve unusual tact in approaching the doctor 
who is derelict in his part of the record. It may involve, 
sometimes, even the ability to instruct, without being 
recognized as a teacher, when handling some older doctor 
or perhaps intern whose records are incomplete because of 
inadequate knowledge of the case record and a corres- 
ponding sensitiveness on this point. Floor supervisors 
are not always certain to recognize the place of the record 
keeper. and care will have to be exercised here. Again, 
in working with the record committee, the artful record 
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keeper can sometimes prevent unnecessary friction be- 
tween members of the staff and an over-emphasis of their 
shortcomings. 

In order that a record be honestly made it is neces- 
sary that the individual parts be made each at the proper 
time. This must be watched, lest dishonestly, uninten- 
tional though it may be, creep into case records and 
nullify their value. 

I shall enumerate the methods of taking histories and 
leave any details to the discussion and round table that 
follows: 

1. Making of the complete record by the doctor him- 
self. 

2. Making of case record by the intern or assistant 
and the individual parts approved by the attending physi- 
cian. 

3. The employment of the record keeper to write the 
history and work in conjunction with the doctor. 

4. The employment of a stenographer to make the 
record from the dictation of the doctor. 

5. The use of a dictaphone by the physician from 
which the record is made by the record keeper or steno- 
grapher. 

If records are to be of any use after they have been 
completed, it is necessary that they be available. This 
means that they be filed accessibly and so indexed as to 
readily suit the needs that may arise. 

The supervisor of records should consider at least 
three possible uses for the completed case records which 
she should feel bound to promote. 

1. Their use in staff meetings. For the first func- 
tion of the record is to be an evidence that the patient for 
whom it was made did receive the best that medical 
science can offer towards diagnosis and treatment. 

2. The utilization of the case records, either as such 
or for their statistical value in the preparation of scien- 
tific papers and articles for journals. Some time ago I 
saw a new little journal published by a hospital in Buffalo. 
This journal is made up of completed case records with a 
thorough discussion of the subject involved. Medical 
texts are beginning to utilize this plan and it is agreed by 
medical authorities that it is one of the best methods of 
teaching. 

3. That your records may be now of such value and 
in such form that they will be an asset in the foundation 
of Father Moulinier’s Medical Research Bureau, which 
comes nearer and nearer with the realization of Spring 
Bank. 

It is quite evident from the foregoing, that the duties 
of the supervisor of records are many and varied. There- 
fore I would like to emphasize that this person should not 
be burdened with positions or tasks other than those of 
record keeper. 


ROUND TABLE DISCUSSION: PROBLEMS OF A 
RECORD KEEPER. 


Conducted by L. D. Moorhead, M. D., Dean of Loyola 
University School of Medicine, and Senior Attending 
Surgeon, Mercy Hospital, Chicago. 


Father Moulinier: If records are properly kept and 
filed, and if a monthly conference of doctors is based on 
these records, that is as it should be, and the whole hos- 
pital is correct scientifically, spiritually, religiously. I’ve 
gone so far as to say that the record is the recorded con- 
science of the institution. 

Dr. C. W. Leonard, Fond du Lac, Wis.: I would like 
to know something with regard to the negative condition 
of patients as relating to the record. I think we waste 
a lot of time writing about normal conditions. 

Dr. Moorhead: The record has to be an evidence 
that the patient has been correctly handled. You may 
know the treatment is correct in the case of a specific 
doctor. But are you sure of all, if it is not complete in 
its indication that all relating parts have been examined? 
The third function of the record keeper now is to have 
the records in such condition that they can be used in 
Father Moulinier’s research bureau. 

Father Moulinier: I think we should have whatever 
is necessary to make the record a scientific document of 


383 


the medical knowledge of the day as demonstrated with 
that particular patient—a document that will live forever. 
In a thousand years from now any one record should be 
a transcript of the medical ‘skill of today. It may take 
a lot of time, but if we don’t aim at that we aren’t doing 
what was done to build up the medical profession in the 
past, and therefore what we owe to the public. 

Dr. Leonard: If a proper chart is used, a perfectly 
good history may be written in a much simpler and easier 
—_ with notations that the proper examination has been 
made. 

Father Moulinier: The pre-operative diagnosis is the 
thing. The record serves the patient most, in case of a 
surgical operation, when it has this, because many opera- 
tions have been performed that weren’t necessary. If the 
record shows this, there can be immediate consideration 
of what diagnosis preceded the operation. It is trans- 
forming surgery into a safe, sound, honest, scientific pro- 
cedure. Too many surgeons have operated without care- 
fully working out a pre-operative diagnosis. 

It is becoming a very general practice for Sisters or 
a lay person to take a history, but the doctor makes the 
history. No Sister can make a history, and it only be- 
comes a scientific record when the doctor signs his name. 
No lay person’s name can give authenticity to a scientific 
record of the medical profession, No matter how much 
more exact and sure may be the record of a Sister than 
that of a medical man, it can never have scientific value 
unless it has the authentication of a medical man. The 
record is a scientific document, and nearly all our scien- 
tific knowledge is based on records of the past. No med- 
ical man today has any right before the profession, before 
the world, and the scientific mind and conscience, to shirk 
this obligation of record making. Research has recently 
come in to help, but the medical profession of the United 
States is realizing the value of records. 

At the same time it will be many years before records 
in the hospital will mean much because it takes a long 
time for doctors to have a real conscience in this matter. 
I don’t believe ten per cent of the records now crowding 
our record rooms are worth anything because they are 
only made to conform with some regulation. In too many 
of our hospitals, even in some of our best, the record is 
not as reliable as it should be. Therefore the more eager- 
ness you manifest in keeping your records up to par, the 
more you are doing for all of us. The period of real 
recording is now upon us, never to leave, and the glory 
of the medical profession in five or fifteen years from now 
will be due to this universal record keeping. 

So it isn’t a mere compliance with rule. It is doing 
something that is most fundamental in your hospital 
service. 

Dr. Moorhead: I might emphasize the importance of 
a record that has been not only signed but examined by 
the doctor, with the instance of a patient injured in a 
railroad accident. He was taken to the hospital and an 
examination was made, According to the rules of the 
hospital the attending man signed his name to the record. 
Later the patient sued the railroad and at the trial the 
doctor was put on the stand and asked what was the 
matter with the patient. He testified to minor injuries, 
and was shown the record which he had signed, designating 
the patient’s injury as “fracture of spine.” The patient 
received a verdict of something like $30,000. It shows 
the difficulties that may follow mere signing. 

I believe it is the function of the record keeper to 
see if the progress notes correspond with the nursing 
notes, or if any complications have developed. 

Sister: I would like to know how we can get com- 
plete histories from the doctor. 

Father Moulinier: Get a copy of what he writes at 
his office. 

Sister: I think the points brought out in Dr. Moor- 
head’s paper are interesting and instructive, but the work 
of the record keeper is dependent upon many other indi- 
viduals. Often there are difficulties and obstacles to keep 
the record keeper from having the records as she would 
like them to be. She needs the co-operation of doctors, 
of nurses, of supervisors and superintendents, even of 
laboratory workers, in getting to the goal of complete 
records. If we are to consider uniformity of case records, 
we should also consider uniformity in recording facts and 
records. 

Sister: I agree with this idea of co-operation, What 
part does the attending man take in the history if the 
intern makes the record? 
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Father Moulinier: He owes it to the intern and to 
every one else to go over that record before he signs it, 
and to correct mistakes if there are any. 

Sister: Is it correct for the intern to write the 
diagnosis on the chart? 

Dr. Moorhead: Yes, if the doctor sees it and ap- 
proves. 

Father Moulinier: Nothing is final unless it comes 
from the doctor who has the professional and moral re- 
sponsibility. The intern is there to learn. He is still 
under tutorage. You, as hospital people, have the respon- 
sibility to train him. Therefore you must help protect 
him against slovenliness, in the interest of turning out 
well trained doctors. Let the intern do all he can and will, 
but his work isn’t authentic without the doctor’s inspection 
and approval. 

Dr. Moorhead: How do you go about establishing a 
system of record cases in your hospital? 

Sister: In Cedar Rapids our Reverend Mother went 
around and looked at various forms. She had attended 
conferences, and had gotten her original idea of records 
from Catholic Hospital Association meetings. We had 
case records before we had a staff, and although we started 
rather blindly we wanted to come up to par and worked 
toward that end. One of our workers also took your 


course, 
Dr. Moorhead: Had it been hard to get histories pre- 
viously ? 
Sister: Yes, but it is much better now. I think the 


doctors had to be educated to this. 

Dr. Moorhead: In Lafayette, Ind., they heard of the 
program of hospital standardization, and the doctors in 
meeting adopted a resolution that the hospitals there 
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should become standardized. The Sisters then worked on 


the basis of the doctors’ request for standardization. The 
staff was organized, and in the by-laws a provision for 
case records and what should constitute a record, was 
made one of the articles. This was submitted to the Sis- 
ters, and the hospital has had no difficulty in obtaining 
records from the doctors. If a doctor falls down on this, 
the responsibility is immediately placed on him, because 
he is reminded that he is a member of the staff which 
requested such records, and if he thinks the record un- 
necessary he is balancing his opinion against that of their 
whole medical organization. If the request for records 
comes originally from the doctors, you avoid the difficulty 
of having them keep them up later. 

Father Moulinier: That is the most effective way, 
because unless you get your organized medical mind to 
recognize the necessity for records you are likely to have 
internal difficulties.. It is the way that has prevailed. 
The American College of Surgeons started six years ago 
and covered the country to organize staffs and draw up 
constitutions and by-laws in which was included provision 
for records, No matter how well you are organized, no 
matter how magnificent are your constitution and by-laws, 
you will still have difficulties with your doctors as long 
as any of them fail to appreciate the value of records. 
The making of records is the hardest thing the medical 
man has to do. It requires concentration of mind and 
soul and conscience to make a real record. Encourage 
them if they show an indifference, and if they continue 
in this attitude, eliminate them. The record keeper must 
have the full authority of the hospital back of her. There 
is no excuse for your not doing at least your best in this 
movement. 


Round Table Discussion — The Sanatorium’ 


Conducted by Staff Members of Sacred Heart Sanatorium, Milwaukee, Wis. 


THE SANATORIUM. 
D. W. Roberts, M. D., Neurologist, Sacred Heart 
Sanatorium, Milwaukee, Wis. 

In behalf of the medical staff and the Sisters of 
Sacred Heart Sanatorium, especially for the members of 
the staff appearing here, I wish to thank you for the privi- 
lege of being with you. I congratulate you on the splen- 
did organization you represent. The very fact of your 
presence here is evidence of your desire to learn more of 
the care of the sick. 

It there a place in such care which the modern sana- 
torium fills Is there a need for the work we are trying to 
do. The historical development of sanatoria is very old. 
We read that the temples of Aesculapius were modern 
sanatoria. In their methods of healing a great deal of 
attention was given to baths, massage, gymnastics, sun- 
shine, and a place to rest, mentally and physically. 
Through the last few centuries these remedial healing 
methods have been very much neglected by organized 
medicine, but during the world war they have come to 
have the recognition they properly deserve. 

T have been with the sanatorium a few years. At the 
beginning I had heard that about all they did in a sana- 
torium was to put a little water on sick people and have 
them walk in the grass with their bare feet. There is no 
time for any such methods in a sanatorium. The greatest 
problem of sanatorial treatment is the problem of the 
chronic patient. You Sisters of general hospitals know 
what inspiration there is in problems of surgery. It is 
spectacular and obtains results in a wonderfully quick 
way. The problem of the acute patient is also very spec- 
tacular. 

But it seems that not everybody has time for the 
chronically sick. They require a great deal of work and 
study, long drawn out, to get results as human beings like 
to get them—quickly. Therefore the chronic patient is 
shifted about. We can generally say that as soon as a 
patient is found to be chronic, his place is needed for an 
acute case, and he is passed along. 


1This discussion took place on the third day of the Confer- 
ence, July 26, 1923. 





We believe the modern sanatorium has a place in 
organized medicine, and it is growing more and more each 
day. We believe the time is here when every general 
organized hospital must have a well equipped and prop- 
erly organized department of physiotherapy just as it has 
an operating room and a dietitian. Why is this true? 
If a person is equal in natural resistance to whatever in- 
jury, infection, or functional disorder that occurs, his 
case is acute. If natural resistance is inadequate, the 
patient becomes chronic. Something must be done to re- 
store his resistance, and we believe that modern, properly 
applied sanatorial methods assist the patient in meeting 
the conditions which exists. 

Some of the problems that the sanatorium meets are 
the chronic patient, the nervous breakdown, the border- 
land mental case, the post-operative, all properly subjected 
to methods of physiotherapy which assist in maintaining 
a natural resistance. A very interesting thing that came 
out of the war is vocational therapy. I believe recent 
statistics show that it formerly took about four months to 
restore to his duties a man with a fractured arm or leg. 
With proper therapeutic methods the time is cut to thirty 
days, which means much to the patient. The same pro- 
portion is maintained throughout. 

Through processes of educational propaganda people 
come to us who are not sick but who are eager to keep 
well. Within the last five years we have had a large per- 
centage of people coming to us to keep well. In the 
organization of the sanatorium the medical staff repre- 
sents the hub, with which all other units must cooperate 
The training school must provide proper application of 
psychotherany, diet, records, case histories, physiotherapy, 
and occupational therapy. 

What advantage has modern sanatorium equipment 
to offer over homes and hospitals? In the first place, 
when people go to a sanatorium they leave everything else 
to make a business of getting well. This is a great ad- 
vantage to us physicians in the sanatorium, and naturally 
we get results where men as efficient or more so, can not. 

Another problem in medicine is correct diagnosis, 
especially as it has to do with the chronic patient. In 























the ordinary rush of duty, the doctor does not like to hold 
the patient more than one week for a clinical survey. 
The sanatorium and its equipment offer plenty of time 
for physicians to study the patient. We have the saying, 
“Every patient must be squeezed dry,” which means we 
accept no excuse for not knowing what is the matter with 
him. 

There is also the problem of a properly supervised 
personnel. There is a morale in the personnel. There is 
a morale in the patient. There must be a coordination 
between the two to keep the patient in the right attitude 
for carrying out the doctor’s orders. Subordination and 
cooperation of different branches, according to the needs 
they fit, are some things which are necessary and which 
we try to establish. 

I don’t know of anything more important to the 
chronic patient than the creation and maintenance of 
happy confidence. And rest is necessary. But of all the 
difficult problems in organized medicine, to rest a patient 
that needs rest, is the most difficult. Yet they must have 
it, not only physiological but psychological, and of the 
two, psychological rest is the more important. So few 
seem to understand what it means to rest. 

Another matter of importance is proper feeding and 
efficient elimination as to bowels, kidneys, and skin. We 
find in the treatment of chronic disease that not enough 
attention is paid to the skin. We know that the skin is a 
very important physiological thing. There is need of 
fresh air, sunshine, and exercise. We use medicine, but 
as with other things, there must be coordination. 

I want to re-emphasize the maintaining of a happy 
attitude of confidence. The great problem with the 
patient is his fear and doubt and dread. Eliminate that 
and nature heals. 

Tt seems that up to the present time organized medi- 
cine has failed to meet the needs of the sick. It is weak 
somewhere or people would not drift away from it. Its 
failure is due not to deficiency of knowledge, but to in- 
efficiency of the practical application of knowledge that is 
always accessible. 

Any physician, any group of physicians, or any insti- 
tution accepting responsibility for the treatment of the 
chronic patient without physiotherapy and psychotherapy, 
commits an injustice to the patient, to the community, 
and to the profession. Every patient is a sacred trust, 
and we who labor in this special field of endeavor must 
get a new vision of the meaning of service. 


THE CARE OF THE MENTALLY AFFLICTED. 

J. F. Wenn, M. D., St. Mary’s Hill, Milwaukee, Wis. 

CANNOT discuss the problems of surgical and medi- 

eal nursing which you who are doing general hospital 

work are especially interested in. Instead, I am going 
to talk of what I think is the most humanitarian service— 
the care of the insane. 

The early history of insanity is lacking, but un- 
doubtedly it has existed through the ages. We find illus- 
trations in the Old Testament and reference, too, in the 
writings of the ancient poets. In the early centuries peo- 
ple of unsound mind were looked upon as being possessed 
by an evil spirit or the devil. They were driven out of com- 
munities into the wilderness; brought to trial, punished, 
sentenced, executed, or offered on the altar of sacrifice. 
These conditions existed for many years. Later it was 
recognized that these people were of unsound mind, that 
they were afflicted with a disease process, and the old 
“crazy house” and “lunatic asylum” developed as far back 
as the year 10. Amongst the earliest were those started by 
Monks in Spain. 

Authorities looked upon the mentally afflicted as bur- 
dens and dangers to society, and did not feel free until 
they were under lock and key. The treatment accorded 
them was wholly detentional, and the neglect and abuse 
were unspeakable. 
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This existed for several centuries before physicians, 
philanthropists, and people of humanitarian interests took 
cognizance of the fact that even under these adverse con- 
ditions some were restored to normal mentality; and it was 
decided to institute hospitals for the care of the insane. 
As years went on conditions improved, especially after the 
government, the state, realized that the insane needed to 
be cared for properly, and erected institutions for that 
purpose. Much praise is due to the early pioneers who 
undertook the care of those afflicted. 


However, little progress was made along medical lines; 
Some were em- 
ployed as farm labor or in other capacities, but most were 
permitted to sit about, and results were allowed to develop 
as they would. As time went on the general hospital be- 
came interested in the problem of caring for those mentally 
afflicted, and hospitals such as the Pennsylvania, New 
York City, and Massachusetts General, erected hospitals 
for the treatment of mental diseases. instituted 
psychopathie wards, and universities such as Michigan and 
Iowa have psychopathic hospitals in connection with their 
institutions. The greatest progress in the care of the 
mentally afflicted has been manifested in the past 25 years. 
Throughout the country the words “crazy” and “lunatic” 
have been almost entirely dropped, when referring to these 
unfortunates, the more progressive states naming their 
institutions, State Hospital, instead of Hospital for In- 


sane, ete. 


care continued to be purely detentional. 


Some 


The latest advance has been the erection of the psy- 
chopatie hospital, conducted for the observation, care and 
treatment of the acute Upon admission 
patients are put to bed, and kept there as long as condi- 
tions indicate the necessity thereof, rest being just as 
essential in mental as in physical illness. Bedside charts 
are accurately kept and special diets given, it being of the 
utmost importance to improve and sustain the best pos- 
sible physical condition. Thorough physical (as well as 
mental) examinations are Urinalyses and blood 
counts are routinely made; serological examinations, gas- 
tric analyses, and x-ray, when indicated. The patient is 
given the same advantages as are those in a general hos- 
pital. The histories kept in the well conducted psycho- 
pathic hospitals would put to shame those of many a 
general hospital. Medicines are given as indicated; how- 
ever, hydrotherapy is used by us to a greater extent than 
any other one thing. Those in need of elimination are 
given hot packs; the restless, distressed, excitable type are 
given cold packs, two, three or four times a day, depend- 
ing upon the necessity. The continuous flow bath is given 
to selected cases, patients of the disturbed, noisy type be- 
ing kept in the tub from two to ten hours or even longer. 
You cannot imagine the satisfaction of seeing a disturbed 
patient relax, become content, and often go into peaceful 
sleep, maybe not the first or second hour, but gradually. 


psychoses. 


made. 


Last year about 250,000 were confined in institutions 
for the insane in the United States. During 1922, 5,259 
patients were admitted to the Chicago Psychopathic Hos- 
pital; 3,333 of these were committed to three of the IIli- 
nois State Institutions; the remaining 1,926 were kept at 
the Psychopathic Hospital until recovered, or discharged 
to be taken to private institutions. On January first of 
this year there were 18,739 patients in residence in the 
several Illinois State Hospitals, 6,165 having been ad- 
mitted during the year. Recently I had occasion to com- 
pile records, and much to my surprise found that in the 
United States there were only thirteen institutions for the 
care of mental cases conducted by religious orders, five by 


the Daughters of St. Vincent de Paul. Next in order were 
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the Sisters of Mercy, Sisters of Charity, the Alexian 
Brothers, and the Sisters of St. Francis. 

Caring for the insane is to me the most humanitarian 
service in the field of medicine. The realization that one 
has assisted in restoring a patient to his family and com- 
munity affords one a source of pleasure and satisfaction 
which in itself lends enthusiasm to the work. 

In closing, I request each of you to take back to your 
Superiors, the message that at the present time the care 
of the insane offers greater opportunities to the Catholic 
nursing Sisters than any other field. 


THE VALUE OF REST. 
F. W. Mackoy, M. D., Sacred Heart Sanatorium, 
Milwaukee, Wis. 

Perhaps you have never thought of the value of rest 
to the chronic invalid. Many people think of the sana- 
torium as a place to rest, which indicates the large part 
rest plays in sanatorial treatment. More come each day 
for this purpose alone. Often they are tired and ex- 
hausted by the strain of steady occupation and social 
activities, and feel the need of rest. This is especially 
true in people past middle life, and I notice it particularly 
among teachers who have been in the class room twenty 
or twenty-five years. They begin to feel the strain of 
their work, and at the end of the school year come to us 
for rest. 

We are educating them to the fact that they are not 
merely tired, but are beginning a chronic disease that is 
the cause of their fatigue. They are assigned to a physi- 
cian for examination and a great many are found to have 
blood pressure that is too high, heart irregularity, or blood 
count below normal. Immediately we try to locate the 
cause of whatever illness we discover. However, as soon 
as the patient enters, his rest begins. He is directed to 
lie down at once, and is told that his physician will see 
him that same afternoon. Often the patient gets from 
one to three hours of rest before the physician gets there. 
This gives him the right start in taking orders and follow- 
ing a routine in which mental and physical rest are neces- 
sary. Meals are served at regular times, and the physi- 
cian decides whether the patient will eat in the dining 
room or in his own room. 

If the patient is in serious heart condition, with 
dropsy, indications are for immediate rest, and the patient 
is kept in bed until the indications are for moderate rest. 
We are precise and specific in this, and sometimes serve 
the end by indirect means. Often the physician secures 
rest for his patient by having him sit on the porch, speci- 
fying how long he is to stay. Or the patient may have 
had a massage and is told to rest later. We can thus 
easily regulate his hours of rest. I’m sure it would in- 
terest you to watch these patients who are fatigued, or 
have low blood pressure, or are below weight, maybe at 
the end of two or three weeks come up to normal with 
practically no medication. 

Hydrotherapy is one of the greatest assets in secur- 
ing rest. A hot pack or a cabinet bath followed by a 
shower, a rub, and rest, promotes relaxation, and the rest- 
less patient finds it very helpful. Most of the trouble is 
in establishing the routine the first few days. But all 
patients, chronic and otherwise, must be made to do things 
if they’re going to get well, and sometimes we must hold 
a patient to moderate rest for two or four months. Types 
of disease absolutely in need of rest are heart cases of all 
kinds, and by absolute bed rest we can reduce heart beats 
from ten to thirty per minute. All of this goes to show 
what a great help rest is, and how we go about getting it. 


LABORATORY FINDINGS IN MEDICAL SCIENCE. 
T. R. Byrd, M. D., Sacred Heart Sanatorium, 
Milwaukee, Wis. 

To my mind the laboratory has come to the front in 
the last few years more than any one thing in medical 
science to help the practitioner in his general findings. 
When it first came into use, the laboratory was abused by 
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many who didn’t understand the interpretation. From 
that standpoint it did more harm than good. Just as in 
any other kind of work, put all your thought and findings 
on the laboratory and it becomes one-sided. But take 
your laboratory with your clinical findings, and you have 
someth'ng really worth while to put to very great advan- 
tage. The man who disregards laboratory findings is 
bound to do detrimental service to his patient, and vice 
versa. 

I am very much pleased with the work at Sacred 
Heart in the short time I have been here. Everybody 
cooperates with everybody else, and they are all doing a 
great work. Here I find more time to carry out the work 
I’ve tried to do. It is much more pleasurable and satis- 
factory, and it is much better for the patient. I have 
been studying diagnosis from the clinical and laboratory 
viewpoints. By a process of elimination and correlation 
we can finally come to a diagnosis, and there is time to put 
the treatment into execution. We must take time. There 
must be no pop shots. 

The old practitioner looked for albumen and sugar 
in urine. Then the microscope came along and we were 
able to find cast in the urine. Then came blood counts. 
We have, also, the kidney function test by which we can 
tell just what the kidneys can do. And we have the chem- 
ical analysis of blood. By these combined means we have 
everything regarding the general condition which enables 
us to tell and advise the patient what to expect. 

The Wassermann has been a great aid to diagnosis. 
It has been abused because many have taken it as a diag- 
nosis, disregarding other things. But that is being done 
away with at the present time. 

By combining the laboratory with other scientific 
means, we are enabled to treat the patient as we should, 
eliminating guess work and proceeding on a basis of 
assurance. 


DISCUSSION OF THE SANATORIUM PAPERS. 


Dr. Moorhead: Many facts brought out in these 
papers have made evident to us the big opportunity the 
general hospital has for a sanatorial department, namely, 
in the case of pre-operative thyroids. But what will we 
do with them after the operation? Hospitals now haven’t 
any place for them to go. Would it be of value and would 
it be practicable to establish a small sanatorium in the 
general hospital ? 


I wish every Sister here might visit the Sacred Heart 
Santorium before leaving. Guests are overwhelmed with 
courtesy, and what must the effect of this attitude be on 
the patient ? 

Father Moulinier: A good many hospitals are doing 
this now. Good Samaritan in Cincinnati, and St. Francis 
in Pittsburgh are two of them. I have made it a part of 
my gospel to tell Sisters that sanatorial service is neces- 
sary for competent care, unless they can send their pa- 
tients to distinct and separate sanatoria. That being the 
case, I think that all should go home and preach sana- 
torial care. Every patient is under par in all physiological 
functions; yet there seems to be no adequate provision 
made for this. I don’t believe we have thought of it as 
demanding a real specialist. 


Dr. Roberts: Sanatorial treatment as we try to give 
it is an institution in itself. As far as the general hospital 
is concerned as an organization today and for the next 
ten or fifteen years, it cannot try to run the two together. 
They have to be separate units. But any hospital must 
have a physiotherapy department—a place to give ordi- 
nary hydriatic prescriptions of one kind or another. It 
is very little expense to equip a place to give hydrotherapy. 
You can always find a place in the basement for a steam 
room, and every nurse should be able to give a massage. 
Any hospital can, at little expense, equip a physiotherapy 
laboratory for all kinds of baths. It assists other methods. 
The income in the physiotherapy department is greater 
than in any other department because the patients wi! 
gladly come back for treatment. The greatest problem 
is to get a physician who knows how and when to pre- 
scribe physiotherapy. The next difficulty is the question 
of physiotherapy aids. The time is here for this treat- 
ment, and the quicker organized hospitals realize it, the 
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better. If you meet your responsibility, you will have 
such a laboratory before the year is out. The sanatorium 
is an institution in itself, but every general hospital can 
establish a physiotherapy laboratory in six weeks. 

Dr. Wenn: The greatest defect today is the attention 
lacking medical cases, It is impossible to make a sana- 
torium out of a hospital, but I don’t see why any hospital 
can’t establish a medical ward separate from the surgical 
end, to have it quiet. There is no reason why the person 
with failing heart can’t go to the general hospital for six 
or eight weeks and get the same care and attention and 
comfort as a surgical case. 

Father Moulinier: This attitude is growing in hos- 
pitals. I would like to know if every mental disease is 
due to some physical defect. 

Dr. Wenn: No, many are in good physical condition. 
We have people with mental conflicts, perhaps over- 
scrupulousness, and this depressed condition can exist 
under the best possible physical conditions. 

Father Moulinier: Isn’t there some degeneracy of 
the nerve tissue? 

Dr. Wenn: A great many have unstable nerve ten- 
dencies. But there are many forms of insanity in which 
the patient is in good physical condition. Of course, this 
excepts mental mechanisms and brain activity. 

Father Moulinier: You are able to cure them by 
rest? 

Dr. Wenn: The most necessary thing is change of 
environment. We prohibit all visiting, and for that reason 
local patients are very difficult to handle, By resting them 
the brain tissue and nerve cells are restored. And we 
try to gain their confidence in the straightening out of 
their complexes and difficulties. Physicians at large know 
little of mental states, and many distinctly psychoneurotic 
cases are treated for physical conditions in the early 
stages of acute psychoses. 

Father Moulinier: A great deal is being done in 
psychiatric clinics, the best of which are in Boston and 
New York. But this effort is in its infancy. We must 
have psychiatric workers to follow up after the patient 
leaves the institution. It is a great field for progress. 


BUSINESS MEETING. 
Conducted by Father Mahan. 


Father Mahan: Each department here represented 
should make itself permanent by the appointment of a 
committee to carry on the work during the year. All 
previous conferences have done this, and we are on a 
more substantial basis for real progress now than at any 
time in the past, due to the wonderful work done up to 
the present. It would be very unwise always to work 
in the foundation, and not to do anything with the super- 
structure. Our foundation is thoroughly laid. Now we 
must build the upper structure, making each little com- 
partment complete, 

We will clarify our knowledge through these com- 
mittees. I think it would be best to appoint only the 
chairman and let each select her own committee from all 
parts of the country to insure broad gathering of data. 
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We are determined that these shall be real active com- 
mittees worthy of the Catholic Hospital Association. We 
feel that each represents the best mind and thought of 
the hospitals in this field, and we want the work to com- 
mand the respect and attention of hospital minds through- 
out the United States and Canada. All we need is the 
interest on the part of the hospital as a collective institu- 
tion that we have had from the individual hospital. There 
must be the conviction that whatever is considered for the 
hospital as a unit is as important as anything that affects 
your own institution. 

_ Father Moulinier: I move that the committees men- 
tioned be appointed by the chairman, after a little dis- 
cussion. 

I believe that we can count on real effective work this 
year. I am going to see that the vice-president acts in 
urging all committees to their best effort. A survey in 
questionnaire form should be made of each subject, and 
definite policies should follow. It may even be that these 
committees will have a meeting in the course of the year. 
After all effective correspondence has been done, we may 
take groups of these committees in meeting and there 
prepare for the next set of conferences. 

_ (Father Moulinier’s motion was seconded and car- 
ried.) 

Father Mahan: I appoint the following chairmen: 

Social Service—Miss Beatrice McEvoy, St. Vincent’s 
Hospital, Cleveland, Ohio. 

Accounting—Sister Carmelita, St. John’s Hospital, 
Cleveland, Ohio. 

_ Purchasing—Sister Mary Agatha Mercy Hospital, 
Chicago. 

Records—Dr. 
Chicago. 

_ Tubercular Sanatoria—Sister Mary, Glockner Sana- 
torium, Colorado Springs, Colo. 

General Sanatoria—Sister M. Benedictan, 
Heart Sanatorium, Milwaukee, Wis. 

} Telephone, Information and Office chairman to be ap- 
pointed later. 

Father Moulinier: 
ment of telephone, information, and office service is now 
being made, with more and more realization of its im- 
portance, 

I move we resolve that these forces must be organized 
and that as soon as possible a chairman be appointed for 
this last group and a committee be gathered by her; also 
that we do in regard to these departments of the hospital 
just as we do with regard to the others. 

(Accepted by unanimous consent.) 

Business meeting adjourned. 


L. D. Moorhead, Mercy Hospital, 


Sacred 


A keen and far-seeing develop- 


X-RAY DEMONSTRATION. 


On the last afternoon of the conference, Mr. H. N. 
Seversen, representing the Victor X-ray Corporation, Chi- 
cago, outlined the development of x-ray in a chalk talk 
illustrated by a few practical demonstrations with ap- 
paratus set up in the exhibitors’ hall. 





Spring Bank! 





SPRING BANK. 


A hill of green with bubbling springs, 
A lake that girts its shore, 

Soft grass, great trees, a mansion rare; 

for ever more. 


The sweet, sequestered home of prayer, 
Of converse, service, love, 

For Sisters, Nurses, Priests of God 
Whose gaze is fixed above. 


Whence shines the growing Heart of Him 
Who died, that we may live; 
Beneath His banner we shall serve, 
Our hearts, our love shall give. ' 
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President’s Address: The Past, Present and Future 
of the Catholic Hospital Association 


Rev. C. B. Moulinier. 


INTRODUCTORY REMARKS BY DR. EDWARD EVANS, 

CHIEF OF STAFF, ST. FRANCIS HOSPITAL, 

LA CROSSE, WIS. 

Any of you who have been a third of a century or 
more in medical practice, and interested in the advance 
of medical and hospital standardization and betterment, 
must feel as I do that Father Moulinier has come into the 
field as a marvelous inspiration in this movement. The 
problems that come up are multitudinous, and perhaps 
the greatest of these is to get the doctor to feel that his 
is a real part in the work of hosp:tal betterment as a 
means of helping the sick. As I have watched Father 
Moulinier going up and down the highways and the by- 
ways of the United States and Canada, I have realized 
that he has really done things in hospitals—usually where 
it was most needed among those isolated and groping for 
assistance. He has brought about a program of advance- 
ment that has given the Catholic Hospital Association a 
forward-looking vision and a desire to do things that 
surpass like qualities in any other organization in the 
hospital field. I wish we were 500 to listen to him. 


Dr. Evans is always kind enough to say these things 
about me. I must admit I have been fussing around a 
great deal in the hospital field, but the real results have 
come from the splendid help of the Sisters who cooperated 
with me, and the excellent staffs that have been developed. 
I emphasize the staff effort because without the clear ap- 
prehension of medical minds, and their hearty cooperation, 
what the Sisters are trying to do will be very feeble in its 
results. 

This is the ninth year of our existence. Up to this 
time we have had one large national convention annually. 
It was only after very considerable discussion and consul- 
tation that we concluded that the national convention had 
accomplished one of its great works—to get the Sisters 
and doctors together. Another great object was to lay 
down the fundamental principles of hospital development. 

What we needed now was to get down to details; a 
sort of coercing, in a measure, to think in groups as spe- 
cialists, to write papers, and freely to discuss details of 
hospital organization formerly done in outline. 
Therefore, the past of the Catholic Hospital Association in 
achievement is that it has laid down fundamental prin- 
ciples, aroused a certain enthusiasm, and brought the 
Sisters and doctors together. Those who read Hosprtau 
Procress or who have attended standardization meetings 
of the American College of Surgeons, know that the main 
objective has been standardization; organization in hos- 
pitals among doctors on the staff and in the technical per- 
sonnel. 


only 


You know of the fearful struggle to introduce and 
perfect record keeping. You know of the other effort 
toward adequate laboratory equipment. You are all 
familiar with and can see the wonderful progress that has 
been made in the past five or six years. You know of the 
special watchfulness and attempt to bring about an elim- 
ination of fee-splitting. These things are the accomplish- 
ments of the past, in a measure. They are going on at 


present, and they must continue all through the future if 
hospitals are to remain high grade, efficient organizations. 

The Catholic Hospital Association in its present effort 
I may center on these group conferences. 


The good re- 
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sults in matters of detailed discussion and increased inter- 
est and enthusiasm have been beyond expectation. They 
started with the Mothers General, Provincial, and Supe- 
rior, and went on to the various technicians and superin- 
tendents. At each conference we discussed things of in- 
terest to the particular group that was here, and I never 
saw such satisfaction in the work that was accomplished. 
At the big conference there was always the feeling that 
the meetings left some kind of void. At these we have 
heard no word of complaint of that kind. Furthermore, 
there has been deep personal enthusiasm because of the 
restfulness, the beauty, and the joys of these surroundings. 
That is the present. The group conferences, as far as we 
ean gather, have been an absolute success. 

The future is based on this present, and of the past. 
I have been writing about a Hospital College and Normal 
Training School for Sisters and Lay Nurses. We are 
planning to have it here under supervision of all kinds of 
experts. We hope to have a laboratory in charge of Dr. 
Miloslavich to devise and superintend the courses. We 
hope to have adequate x-ray equipment and everything 
else necessary for complete routine service. It is our in- 
tention to have a one-year course without regard to en- 
trance requirements; a course in which any one desiring 
to become more efficient may enter. Also a_ two-year 
course, as we find the demand for it, to lead to a degree. 
For this we would require full high school credit and two 
years of college. We hope to affiliate the school with the 
five universities where there are medical schools under 
Catholic control, and to draw the faculty from these. 
After intensive courses here, with as much practical work 
as can be given, the students will be sent in groups to sur- 
rounding hospitals with which the school will be affiliated 
for practical demonstrational work. As a member of the 
Rockefeller Committee of 25 for the last three years I 
have made a survey of the country and have drawn up a 
broad statement of the need of trained administrators and 
technicians of all kinds, and we will have courses on that 
work. The two-year courses may not come for two, three, 
four, or five years because of the difficulty to find those 
with the entrance requirements. Many have had high 
school but not college training. It may even be necessary 
to introduce college work here. 

The hospital profession is fast coming to professional 
standards. You know it has been a matter of evolution 
with the medical, legal, and business professions. Profes- 
sionalism is the tendency of every human activity requir- 
ing trained knowledge. Ten years from now hospital 
executives and managers will have college training. You 
know what is taking place in the nursing profession. 
There is a difference of opinion as to whether it is going 
too rapidly. But the tendency is that anything that is to 
be done with technical skill and with a definite volume of 
knowledge back of it, must have the proper training. The 
whole tendency is at work, and there is no use trying to 
stop it. It is bound to go on. The only thing to do is to 
jump into the movement, and if possible take the lead. 
So that five years from now the Sister Superior will be a 
trained executive with a knowledge of big business as pre- 
sented by big business men in the course here. In the 
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ease of technicians you will have some one with a nine 
months’ course; later with eighteen months’ training. 
You will have some one on whom you can absolutely rely. 
That is some of the future. 

About twenty years ago we were in the educational 
movement throughout the country just about where we 
are now in the hospital educational movement. You 
know how difficult it was one time for the medical school 
to make sure that the medical student had had a full high 
school course. Now the medical school that doesn’t re- 
quire two years of preliminary college work can’t get into 
A. All th’s means better medical service for the 
whole public, and therefore I think that the medical men 
of Sisters’ hospitals should be propagandists for this 
school. 

If you will go home and insist that the Sisters of your 
hospital attend this college until you have trained Sisters, 
If you will do that 


class 


that will be a real capital investment. 
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my task will be much eas‘er and I believe our organization 
will be very much greater than ever before. 

It is quite probable that after another year of these 
group conferences we shall have a great national conven- 
Meanwhile the big thing will Hosprra. 
Progress. We hope to have a reorganization of the staff 
and to enlist the efforts of all doctors interested in Sisters’ 
hospitals to write of their hospitals as well as of technical 


tion again. be 


things that are going on. 

I arpeal to you in the measure in which yeu are inter- 
ested hospital to interested HospIra. 
Procress, the vehicle by which our ideals and purposes are 
to be broadeasted through the country. 

I hope you will feel that anything in your minds and 
hearts may be At 
there must be a spirit of free criticism. 
openly any weaknesses that may exist in an effort toward 


in your be in 


freely expressed. a meeting like this 


Let us discus 


their constructive correction. 


Clinic Day in the Small Hospital 


K. W. Doege, M. D., Chief of Staff, St. 


HAVE not asked what phase of the subject should be 
discussed, but since this is a group conference of doc- 
tors of standardized hospitals, I shall take up the bene- 
fits of clinie day in a small hospital where these clinie days 


as a rule are not provided. 

In that respect I look back on the history of our in- 
stitution at Marshfield. 
for a number of years was run as a hydropathic institu- 
tion of the kind which at that time were taking up the 
cure as promulgated by a Catholic priest of Austria, tak- 
ing into consideration outdoor exercise, a healthy mental 


It was built up 32 years ago and 


attitude, and certain branches of hydrotherapy. Later on 
a physician was put in charge and had considerable work 
to do. But the hospital didn’t seem to progress far and 
after a number of years it was thrown open to the general 
physicians of the town, which had grown to a population 
of about 8,500. Our institution had increased from some 
fifteen or twenty beds to 135, to which we have added from 
time to time, and with seeming prosperity. 

To what is this due? I think perhaps to the better 
understanding between Sisters and doctors. For a long 
time we had a difficulty in this, that to our minds as 
physicians our nurses were first Sisters, then nurses. It 
seemed to us sometimes that their religious limitations 
and rules often interfered seriously with what they should 
do nurses. It really was a wonderful step forward 
when the Catholic Hospital Association seemed to recog- 
nize this as a fault, and Sisters began to take a greater 
interest, to enroll in hospital courses, and to show in- 
creased concern in directions formerly never thought of. 
That is one reason. 

Another is the interest of our physicians in the pro- 
zress of the hospital. All of them are men who them- 
selves wanted to rise in the medical profession and who 
knew that only through the upbuilding of the institution 
could they improve. The hospital to the physician is what 
the court house is to the attorney. It is a center where 
men of like interests get together and discuss problems to 
their mutual advantage. 

Thirdly, where a hospital has to draw its clientele not 
only from the immediate city but from miles surrounding, 
t is very necessary that physicians in the tributary towns 
he imbued with the same spirit and education, to the same 
‘deals. In our community, while we had very practical 
ind successful men, there were a certain number who had 


as 


Joseph’s Hospital, Marshfield, Wis. 


been in actual practice so many years, and away from 
schools so many years, that they didn’t always recognize 
the best means of benefit to a case with the materials on 
hand. 

It is very essential in any community to bring phy- 
sicians up to a high standard and to recognition of the 
The 
enly way you can do that is to show by clinie days that 
you are prepared for that kind of work. It is not always 
easy. Physicians have their Alma Maters back- 
ground and their thoughts refer again to these in their 
formation of judgments. It difficult to them 
away. But by bringing them into contact with a wide- 
awake staff and institution, I think you can accomplish 
this, that they will become willing to discuss things with 


advantage of early medical intervention or surgery. 


as a 


is 


wean 


you, even to request your advice. By cultivating such a 
condition and such a relationship you will centralize the 
medical thought of your territory in your institution, and 
that is what you want. It makes other physicians grow, 
and it makes you grow. 

As far as active clinies are concerned, it is an error 
to think that only surgical clinics are of advantage or 
attraction. The practitioner in your community as a rule 
coesn’t care to see an operation, so we have practically 
avoided that. We have given so-called dry clinics, medi- 
cal and surgical, and they are very successful. Not long 
ago one physician showed a very interesting case of rup- 
ture of the splenie artery which had been diagnosed as 
appendicitis. In the operation it was found that there 
was no appendix but that the abdomen was full of blood. 
The operation saved the patient’s life. But nothing was 
said as to why the error in diagnosis had been made. The 
case was presented merely as a curiosity. I mention this 
because it is nonsense to show such a case if you can’t ex- 
plain the error or at least discuss the procedure in an in- 
telligent way. . 

The general practitioner whose work necessitates his 
traveling over miles of country is tired out and engaged to 
an extent that greatly curtails his opportunity of further 
study. You who have more time to read and do research 
must bring him to the front. From the standpoint of the 
hospital’s success there is nothing more beneficial than to 
have from time to time, clinic days for charity in your 
Show your successful cases and those that 
Tell about your deaths and why they 


routine work. 
ere not successful. 
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oceurred. The majority of competent surgeons will do 
this. 
It is a wonderful thing to have a little social gather- 


ing follow this. Not only the work but the social relation- 
ships will add to the pleasure of association. I believe if 
carried out in conscientious spirit, benefits of such eclinies 
will not be one-sided. They will react not only on the hos- 
pital, but on you as a scientific man, on the outside physi- 
It is the little things which often 
ean learn about 


cian, on the nurses. 
cause the trouble, and in that way you 


them and overcome them. 


Clinie days are of further advantage as good public- 
ity. The publie becomes interested in what you are doing, 
and you want to secure the interest of the public in your 


hospital work. The clinie embraces in its helpful results, 
the staff, outside doctors, the public, and the hospital. As 
soon as the public becomes interested it will be of profit 
not only to the publie but to the hospital as well. 


DISCUSSION OF DR. DOEGE’S PAPER. 


Conducted by Edward Evans, M. D., Chief of Staff, 
St. Francis Hospital, La Crosse, Wis. 


Dr. Evans: I have been attempting to carry on these 
clinic days. Our difficulty has been to get groups attend- 
ing in our hospital to cooperate. To my mind it is a most 
important thing as a sort of subsidiary in the hospital, 
come in from outside. If we have clinics and present them 
as we should we are carrying on a tremendous educa- 
tional work. I would like to have some one tell us how we 
can overcome the tendency toward petty jealousies among 
groups. 

Dr. T. C. H. Abelmann, Chief of Staff, St. Mary’s 
Hospital, Watertown, Wis.: The thing that has struck me 
most about Dr. Doege’s paper is his ability to get the 
men together. That is the big thing. If our education 
starts along those lines we will get somewhere. Many 
hospitals do not have so much difficulty among outside 
men; it is more among themselves. That is the thing we 
have to devote more education and work to than anything 
I know of. Petty jealousy is a difficulty, and we must 
fight it more than anything else. 

Dr. H. B. Sweetser, Chief of Staff, St. Mary’s Hos- 
pital, Minneapolis, Minn.: I am sure we have learned a 
great deal from Dr. Doege’s paper. I thought he was 
going to tell us about the people who came to his clinics, 
but his presentation was very enlightening to me. It was 
very enlightening in his method of doing things, especially 
in getting the men to present the cases well. How often 
do they have clinics in Marshfield? In Minneapolis we 
have clinic work once a year. It requires a great deal 
of work and effort on the part of a few, and the excuse 
of most men is that they have nothing of interest to 
present. But if you take an ordinary case and work it 
up you can present it so that it will be of great educa- 
tional value. As Dr. Doege says, surgical clinics, which 
we suppose we ought to present, do not take best. So in 
our clinic day we have emphasized work of pediatricians, 
internists, and technicians, showing slides and interesting 
things that have occurred to us. Whether we could have 
clinic days very often I don’t know. As I have said, it 
requires a great deal of work on the part of a few. It is 
always up to one or two, and there is this added thing 
that if one or two do assume the onus of doing things 
they are likely to be tagged as being a clique, just as in 
the Soviet movement now. We have been successful in 
our clinics and it shows that men are eager to know more 
about their profession, We have five or six hundred come 
to Minneapolis cence a year to learn things. If we pre- 
sume to act as teachers it is only right that we prepare 
ourselves beforehand and give good, instructive, inter- 
esting clinics. I know they do this at Marshfield. Its fame 
has spread throughout the Northwest. 

Dr. Edmund G. Zimmerer, Pathologist, St. Elizabeth’s 
Hospital, Lincoln, Nebr.: I have enjoyed Dr. Doege’s dis- 
cussion very much. But there is one thing he said which 
brings to my mind an objection which often occurs and 
which I don’t like, namely, that the religious or Com- 
munity life of the Sisters interferes with their efficiency. I 
have openly committed myself in HOSPITAL PROGRESS 
to this program as likely to constitute a real danger to 
our cause, There is no question that the Catholic Hospital 
Association and its standardization process are founded on 
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sublime ideals, but there is danger that our ideals may 
be tainted with selfishness. Where it hurts the patient 
in any way it is no longer Christian. 

As the Sisters become educated to our program it 
strikes me that they become too practical. In this day 
ideals are judged by their practicability. Francis of 
Assisi and Christ were not practical, and I am afraid 
that the Sisters are prone to become through our efforts, 
too cautious in financial things. Wasn’t the charity patient 
more readily admitted and better cared for a number of 
years ago? Now he is referred to a committee and sub- 
jected to a series of questionings. Again, with our 
splendid organization today, one Sister doesn’t care for 
him and there is a chance to pass the responsibility. Ten 
or fifteen years ago the patient was under the care of 
one or two Sisters who were self-sacrificing, and he left 
the hospital grateful for the physical relief and mental 
refreshment he had received. I doubt if the charity case 
goes out today in the same spirit of gratitude. We have 
a whole world of women, but there are not many Mary’s. 
There is too little religion in the world today. Catholic 
hospitals are supreme because of the care of the Sisters 


who are superior to lay nurses because of this very 
rel.gious life. 
Dr, J. S. Welch, Director, St. Elizabeth’s Hospital, 


Lincoln, Nebr.: The chief incentive to my coming here 
was Father Moulinier. I have been impressed with the 
idea that probably no other one man has studied more 
thoroughly the hospital problems of the day. I shall listen 
with great interest to all he has to say. In his address 
to us this morning he was true to form because he was 
crystallizing some of the ways by which we can improve 
our present hospital staffs. When he said that a school 
is one of his ambitions, in the hope that hospital Sisters 
may take the leadership, I thought that he was paving 
a way well worth traveling. This school will fill a long- 
felt need in several ways. Our Sister Superiors I believe 
have had no small difficulty often in executive matters. If 
they can be instructed in this line it will help the difficulty 
greatly. I think the answer to this doctor’s problem may 
some day be found in a business course for medical men 
such as is planned now for Sisters. I went to school eleven 
years and never heard a word about the business end of 
the profession. I think that subjects along that line in 
medical curricula will assist doctors in business manage- 
ment and financial affairs and thus in their relationship 
to the hospital in a way that will help carry this problem. 

Father Moulinier spoke of a sense of void in one leav- 
ing a convention with the feeling that he had not received 
what he had gone for. Each of us has felt that. Our 
duty now is to carry back to the Sisters the idea of de- 
velopment in this school. I for one shall be very glad to. 
The things I see coming in this course will provide not 
only technicians, but supervisors of floors and different 
departments, in record keeping and in all those places 
where development is difficult. We have a problem in 
the development of pediatric, orthopedic, and mental de- 
partments, and I shall listen with special interest to what 
is said about their relationship to the general hospital. 

We have had in Nebraska, and I know they have had 
in Iowa, hospital weeks such as the doctor spoke of, and 
a great many doctors attend for this intensive training. 
Perhaps it is only one step down for the individual hos- 
pital to do this work of enlightenment. 

A point brought out by the chairman pleases me. I 
think we fail to get across to the staff men the necessity 
of their being a real part of the hospitai, and the necessity 
of their writing histories. I would like to know how we 
can make the unwilling doctor write histories. We are 
developing a recording system, and with this new spirit 
on the part of the Sisters we are having less and less 
difficulty. 

Dr. Dan Tucker Miller, Surgeon, St. Anthony’s Hos- 
pital, Terre Haute, Ind.: No doubt every doctor here is 
very grateful, as I am sure I am, to Dr. Doege and Father 
Moulinier for their excellent addresses, and no doubt 
every doctor has come here, to some degree at least, i? 
the hope of carrying home some new thought. Alread;: 
we have had several new points of very great interest t: 
me, one of which, in Father Moulinier’s address, is th« 
vision of what the Catholic Hospital Association hopes t: 
accomplish in the next four or five years, The breadth: 
and ambitions of such a program are very great. 

The Sisters at St. Anthony’s have about 250 beds, : 
good laboratory, and all essential facilities. It is a clas 
A hospital. The greatest stride that has been made i 
that the hospital has been an answer to the elimination 
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of jealousies. The probabilities are that in the case of 
such instances of elimination there is a small, centralized 
staff. A large, cumbersome body of men is almost bound 
to be frictional. I should say that when a doctor won’t 
take suggestions freely from the Sisters and from his 
fellow staff members, and approach the matter with open 
mind, he should be gotten rid of. He must give up per- 
sonal selfishness and have selfishness for his hospital. I 
think our staff has about sixteen men, and getting the 
Sisters to accept our suggestions has not been difficult. 
They meet us full way. The little dinners such as we 
now have occasionally have been a wonderful thing in 
bringing the doctors together. I would be interested to 
hear a little more in detail about the conditions of clinics, 
the invitations extended, the number participating in one 
day’s clinic, and any other points the doctor may consider 
of interest. 

Dr. Leon Mattasarin, Medical Director, St. Francis 
Hospital, Wichita, Kans.: I am not interested in the care 
of the rich. I am interested in the care of the poor. St. 
Francis has a capacity of 250 beds, and our staff consists 
of about 32 members. We have a staff and an associate 
staff, and four or five men in every department of medical 
science. Our associate staff attends all meetings but has 
no vote. We have up-to-date equipment in our laboratory 
and x-ray departments, which are under the supervision 
of well-trained men. The admission of our poor is not 
done by the staff. The staff, in fact, has nothing to say 
about it. We admit them through the clinic. When we 
find that a poor patient needs care he is given a bed and 
receives the same attention as one who pays. If he doesn’t 
there is somebody responsible for that. All our Sisters 
are well trained and if they report that a certain patient 
in a certain ward has not been getting all the attention 
he should receive, the matter is brought to the notice of 
the Sister Superintendent. She in turn talks to the 
physician, if he is at fault, and the situation is readily 
adjusted. 

We have clinics every day, and if a visiting physician 
is there he has an opportunity to see the work. It is free 
for everybody. The executive body arranges the admin- 
istration of the hospital and the staff meets once a month 
and hears good papers. 

Wichita has a population of ninety or ninety-two 
thousand, and St. Francis is known as one of the best 
hospitals in that section of the country. It is not a ques- 
tion of dollars and cents with the patient who comes there. 
It is a matter of better care. Our staff has an esprit de 
corps. The men work together, our clinic is growing, and 
I think we are going to have post-graduate work. 

Dr. George S. Foster, Surgeon, Notre Dame Hospital, 
Manchester, N. H.: After hearing these talks it is very 
hard to add anything materially of benefit. However, I 
feel that possibly the East has taken a little better hold 
of this standardization problem, not with more vigor, but 
perhaps it has clarified itself more readily there. 

In our hospital, Notre Dame, we have tried, and I 
believe we are accomplishing a great deal in this, to effect 
standardization principles. We have a regular staff meet- 
ing each month. We do not read papers but we discuss 
cases that unfortunately have died the previous month, 
whether or not there was proper consultation, whether the 
proper operation was done, and various other details. 


As for jealousy, I don’t know whether we have that 
in the East, I about feel it has been obliterated in our 
staff. Of course, we have competition. I think it is at 
white heat. But it is a good thing, and there isn’t any 
personal feeling when it comes to professional functions 
in our staff. Perhaps I could look back a year ago and 
say that those things existed. But they are dying out, 
and there is not one man in the hospital who wouldn’t step 
in to help another. We have a well organized laboratory, 
a good pharmacist, an extraordinarily well organized x-ray 
department, follow-up work, and doctors who see that rec- 
ords are properly written up. 

One thing in Father Moulinier’s talk impressed me 
particularly. We come here for these conferences and 
they do us a lot of good. We go home better men for it, 
and we must carry ideas back with us. It is hard for us 
to make others imbibe the same enthusiasm we do by 
being here; it is difficult to have them see this as we do. 
But I think we can do some good. 

If in some way the Catholic Hospital Association 
could inaugurate in connection with its program a fol- 
low-up system to see that the suggestions made here are 
followed up, I believe we wouldn’t have a misplaced sys- 
tem, It seems to me we could in this manner do ourselves 
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a great deal of good. I think that Father Moulinier is to 
be highly congratulated and that very much appreciation 
is due him by all for what he has done. 

Dr. W. C. Stewart, President of Staff, St. Catherine’s 
Hospital, Kenosha, Wis.: Unfortunately hospitals occa- 
sionally do have some little spirit of jealousy and antago- 
nism. Doctors as a rule are not practicing for the honor 
alone, and mercenary measures have some bearing. 

We speak of laboratory facilities and technicians, but 
the interpretation of their findings is one of the most im- 
portant things. The physician can’t always interpret, and 
the average patient becomes skeptical when doctors dis- 
agree so much among themselves. They should become 
more friendly in their attitude toward one another. The 
spirit of antagonism should be eliminated, Until then I 
feel we won’t be as successful as we should be. 

Rev. Napoleon Gilbert, Chaplain, St. Mary’s Hospital, 
Lewiston, Me.: My presence here is due to my keen 
interest in the association and the success of Catholic 
hospitals. About the admission of the poor into hospitals. 
As chaplain I have recommended many poor patients to 
the hospital, and I have had no trouble. No one but the 
Mother Superior ever knows who is a free patient, and 
the first room available is given him. As far as petty 
jealousies are concerned, I think the chaplain could do an 
immense good among the doctors. We have had no trouble 
with our doctors in smoothing out little difficulties, and I 
think if doctors had a little more confidence in the chap- 
lain things might work out a little better. 

Dr. Evans: The character of the chaplain is an im- 
portant thing, as I have been trying to emphasize for 
some time. I know of no place where a man can do better 
missionary work, It is a tremendous advantage to a hos- 
pital to have a man who can do the right kind of work. 
There is so much psychological good he can do, not only 
among the patients, but with the doctors. 

Regarding Dr. Doege’s paper, when we have clinic 
meetings we try to have them at the time of staff meeting, 
and to make it a diagnostic day. At the staff meetings 


proper, analyses are made of death records. 


Dr. Doege: We aim to have clinic day once a year. 
I think we are a little bit in danger of over-crowding 
with these meetings; a little bit in danger of over-doing. 
We give ample previous notice, and take occasion to call 
by phone any we think are likely not to come. Our first 
clinic day, four or five years ago, was attended by 72 
physicians. 

The matter of jealousy has been repeated constantly. 
I don’t know that it is always jealousy. It is easy to 
attribute jealousy to criticism, It may be a slight envy 
of success, but it is a quality that should not be eradicated. 
It is a stimulant and a prod, and I believe the man who 
thinks that jealousy is directed toward him, is likely to be 
the worst one. Praise the other man a little bit, and the 
less you think him jealous, the less you will find him so. 
The successful man should be and can afford to be, broad- 
minded. He should help others along. I realize that in 
our small institution it is easier than where there are so 
many groups together, but I think it can be overcome if 
you yourselves are broad-minded. I doubt whether the 
chaplain can allay this difficulty; I think that a little heart 
searching on the part of the men themselves is better. 
One gentleman has mentioned the idea of our program’s 
taking the Sisters away from religious thought. I think 
the chaplain could be of real service there. 

Father Moulinier: There are two or three points of 
the discussion I want to refer to. 

I think Dr. Zimmerer has a very important point to 
make. No doubt the pure natural sciences don’t by their 
very force and nature lead to a degree of piety. I am 
trying to insist that a more devoted application of the 
laws of biology will lead to a more devoted application 
of the laws of God. I think the doctor was afraid that 
emphasis on organization and scientific things might lead 
to an interference with piety. I think that any Sister of 
whom this would be true, should be removed. And take 
this as a fundamental principle in your thinking, that the 
more genuinely and deeply religious the Sister, the better 
her service will be to you as a professional man. 

I like to make a point of the fact that charity is the 
giving of service for love of God. Rich need this as much 
as the poor. I’ve yet to learn that the real poor person 
has ever been refused admission to a Catholic hospital. 
Please speak of these as free patients. Every patient in 
a Sisters’ hospital is a charity patient, and there should 
be no distinction between the scientific service given to 
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one or another. The free patient may not have the same 
luxuries, but in the sense of Christian charity he must get 
the same kind of scientific service. 

Six hospitals represented here have clinic days. As 
one interested in medical education I think this is coming 
to be popular post-graduate work for the medical profes- 
sion. The young man of today is better trained, but he 
has not much clinical experience, And the older man is 
in need of just the thing the clinic day will give. I don’t 
see why we can’t have clinics monthly. The real difficulty 
with the medical schools and hospitals, gentlemen, is that 
the medical profession doesn’t look on itself as a teaching 
profession, because it is not developed to the point of 
appreciating that it must be a teaching profession. This 
is gradually being realized. 


Group Practice 


GROUP CONFERENCE VI, DELEGATES 
AUGUST 14, 


You have about 80 per cent of your education to 
acquire after you leave school, through clinical and per- 
sonal observation. The big operative clinics are passing 
as more or less of a show, but the real clinic is becoming 
more and more the profession’s university. I don’t see 
why any hospital can’t develop this idea on simple, funda- 
mental things. I’ve heard the most splendid clinic given 
on a sore finger, with all the fundamentals of restored 
tissues, etc. The medical man hasn’t gone about telling 
people lots of things like the clergy and lawyers, but this 
is changing. Yours must be a teaching profession in the 
future. 

Let every man here go back and try to start a clinic 
in as simple a way as he wants, and I’ll warrant you it 
will develop into something great. 


in the Hospital 


Joseph L. DeCourcy, M. D., Surgeon, Good Samaritan Hospital, Cincinnati, O. 


In taking up the discussion of group medicine, or 
group practice, I would like to divide the subject into 
three parts or subdivisions: 

First—What is group practice or group medicine? 
Under this heading I would like to give a definition. 

Secondly—A brief history of the development of our 
hospitals up to the present time. 

Thirdly—Group medicine; its application to our 
present day needs and its future in the light of present 
day developments. 

Under heading No. 1, I will merely give a definition 
of group medicine, in order that we may keep it before us 
during the discussion of the development of hospitals, 
that we may better understand the advancement of mod- 
ern hospitalization. 

Group medicine, as defined by Dr. Michael M. Davis, 
Director of the Boston Dispensary, represents a system 
of utilizing the maximum resources of modern medicine 
in all its various branches of diagnosis and treatment, 
to promote the most effective and economical utilization 





of technical equipment and the most efficient coordina- 
tion of professional skill. 

With this definition in mind we may take up the 
development of the hospital and trace its growth from a 
small inception back in the time of the Greeks, to the 
present. You may ask, “Just what has this to do with 
group medicine?” Group medicine, or group practice, is 
one more step forward in our modern hospitalization 
system. 

The old fear and dread of hospitals that had been in 
the minds of people until fifteen or twenty years ago is 
slowly passing away, and hospitals today are not con- 
sidered just one step from the undertaker, but rather a 
logical place to be taken when ill or injured. People no 
longer look upon an operation at the hospital as did the 
little girl, but rather as a relief from their physical 
trouble. 

“Little Mary, who had fallen ill, begged for a kitten. 
It was found that an operation was necessary for the 
child’s cure, and that she must go to the hospital. The 
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mother promised that if she would be very brave during 
this time of trial she should have the very finest kitten to 
be found.” 

As Mary was coming out from the influence of the 
anesthetic, the nurse heard her muttering: 

“<*Tt’s a bum way to get a cat.’” 

Hospitals, as we know them now,—that is institu- 
tions for the treatment of the sick, both rich and poor,— 
first appear in history as a Christian foundation. Public 
hospitals are not mentioned by any of the great classical 
writers before the time of Christ. Private institutions 
on the order of hospitals were known to the Greeks. His- 
tory tells us that many physicians used a portion of their 
homes for the care of their patients. 

With the beginning of the Christian era a new de- 
velopment took place in caring for the sick. The early 
Christian church took the example of Christ’s healing the 
sick and made it one of its functions. Care for the 
ailing became a Christian tradition. St. Luke, the apostle, 
was a physician, and in his teachings emphasized this 
portion of Christ’s work. 

In the early primitive church a portion of the bishop’s 
house was set aside for those who had no other place to 
go. The writer, Harnack, says, “At times the bishop was 
a physician and gave medical attention to the ailing poor.” 

Not until the end of the persecutions, could there be 
public hospitals. It is said that St. Zoticus built a hos- 
pital in Constantinople during the reign of Constantine. 

In the letters of Julian, the apostate, it is pointed 
out that the early Christians had many such institutions. 
He did this not so much for the love of the Christians, 
but rather because he wanted to impress upon the people 
that the old imperial religion could not be brought back 
without charitable institutions like the ones of the 
Christians, where all were cared for. 


According to Saint Jerome, the earliest hospital 
irganization in the West was that of Fabiola at Rome. 
[This was in existence somewhere near the end of the 


fourth century. Visitation societies, similar to those we 








have in our own hospitals, supported by Catholic organ- 
izations, were formed by Fabiola. It is said that Fabiola 
herself organized the first visitation society of Rome. 
The hospitals as organized by the early Christians did not 
draw the line on creed, and they were always open to the 
sick and poor. This especially influenced the people of 
that generation. 

You all know of the work that was done during the 
crusades by the hospitals. At this time the cycle, or 
epoch, of hospitalization, began to run down and there 
was a general decay of the whole system. The modern 
hospital system did not begin to develop until the middle 
of the nineteenth century. The lowest period of decad- 
ence in the history of hospitals was from the beginning of 
the seventeenth century down to the middle of the nine- 
teenth century. Many factors were responsible for this, 
chief among them the taking over of hospitals by the 
state. Of course this necessitated paid officials, who were 
not so much interested in caring for the sick as they were 
in personal gain. 

Hospitals in the large European cities were like 
prisons. The walls without 
dark rooms, with very small windows. 


were decorations, in small, 
No sun ever en- 
tered, and as many as one hundred patients were crowded 
ward. Patients did not the 


common comforts and necessities of life. 


into one small even have 

The development of our modern hospital began some 
time after the middle of the nineteenth The 
modern hospital cycle did not begin to make itself felt 
until after Lister, which led to the 
advancement of modern surgery. It can safely be said 
that the first impetus for the founding of hospitals was 
from the monastic orders that recognized the Christian 
necessity for proper institutional care of the sick. It 
can also be said that out of the monastic hospitals has 
developed the modern hospital. During the crusades 
there developed many hospitals, and from this time there 
arose a special class known as the Hospitalers, or Knights. 
The duty of members of these orders was to take care of 


century. 


the discoveries of 
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the sick. Here it can be noted that the orders of Sisters 
of Merey, Sisters of Charity, and allied societies, were 
founded during this period. So much for the past history 
of the medieval hospital. The first hospital founded in 
America was built in 1524 in the City of Mexico by Cortes 
in gratitude for the graces and merzies God had bestowed 
on him in permitting him to discover and conquer new 
The first hospital erected in the United States 
1665. This was built to 


Spain. 
was on Manhattan Island, about 
care for sick soldiers. 

I will pass over the development of hospitals in 
America because you all are familiar with the history of 
our large modern hospitals, both public and private. The 
advancement of hospitals during the last 25 years has 
been one of the outstanding features of the last quarter 
with all their appoint- 
and injured, have not 


of a century. Of course hospitals, 
ments for the care of the 
reached their greatest attainments 


sick 
from a scientific stand- 
point. 

Any plan that can be developed to work to the ad- 
vantage of both the physician and the patient is the next 
step in hospitalization. That plan, I believe, is the fur- 
ther development of group practice, in connection with 
both hospitals and clinics. 

The trouble with the average layman who is 
familiar with hospitalization and group practice is that 
he associates in his mind two ideas. One is that dis- 
pensaries deal only with minor conditions, and the other, 
Proper 


un- 


that hospitals deal only with major conditions. 
educational campaigns conducted by hospitals will dispel 
this belief in time. 

Speaking in the light of history, group practice is 
new because specialization in medicine and surgery is a 
new development. 

The hospital and dispensary were formerly places 
where physicians,—some specialists, others plain family 
physicians,—joined themselves together, used the same 
building, and called it a hospital. For convenience to 
themselves they had a common operating room, labora- 
tory, ete. These physicians were independent of one 
another, and this condition many times resulted in pro- 
fessional jealousy. 

In small hospitals where there is only one specialist 
to each branch of medicine, group consultation is not 
difficult. Where there is a large staff, however, group 
practice is more difficult. 

We have found that sound business principles, so 
often lacking in professions, may be applied advanta- 
geously. Each service is under a director, and that direc- 
tor is made responsible for his service. If friction occurs 
on any one service, it is up to the director of that service 
to bring about amiability and-adjustment. When con- 
sultation is desired, the director of the service is notified. 
He may appoint any one of his co-workers for the exam- 
ination, but he is responsible for the findings. In this 
way the younger men profit by working under a more 
experienced director. The charge is made by the examin- 
ing consultant and not by the director; in this way the 
younger men also profit financially. 

This method, we have found, eliminates groups with- 
in groups, which are so likely to occur, by eliminating per- 
sonal preferences. Professional jealousy has done much 
to disrupt staffs and systems within hospitals, and proper 
systems have done much to disrupt professional jealousy. 

So-called consultations at homes and even at hospitals 
are rapidly becoming a thing of the past and rightly so. 
If a specialist is to examine a case thoroughly he must 
do so in his own methodical way and at his leisure in 
private, rather than under the scrutiny of the intern and 
members of the family. His report should be made with- 
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out knowledge of previous diagnosis. Only too often a 
consultant is called merely to verify the first physician’s 
diagnosis and not to give an opinion of his own. 

It is evident that the time is fast passing when one 
doctor personally can without aid bring together all the 
knowledge of the medical profession during one diagnosis. 
Is it not better to have a number of physicians grouped 
together under one roof where examination and diagnosis 
can be made by a specialist along a particular line? Is it 
not better for the patient, both physically and econom- 
ically, than if he were shifted from one specialist to 


another, each in another part of the city? This will 
eliminate the charge that patients are sent from one 


specialist to another until their funds are exhausted. 

You ask, “Where does the hospital come in?” The 
hospital and dispensaries have only to make necessary 
provisions for the proper working of their out-patient 
department and they will be accepted as the standard for 
the increased number of group organizations that fune- 
tion as a unit. Under this arrangement proper facilities 
for handling patients must be made by the hospitals. 
Hospital authorities are beginning to realize that they 
must install a large number of observation rooms where 
patients may be permitted to remain until a complete 
examination is made by the attending physician or sur- 
geon. Patients, no matter what their financial condition, 
should be taken care of, and fees, properly fixed, should be 
charged for the service given. 

In discussing this point, Maximilian Schulman, Asso- 
ciate in Medicine, College of Physicians and Surgeons, 
Columbia University, says: 

“Very efficient groups may be formed by the coopera- 
tion of a smaller number of physicians, but obviously the 
larger the cooperating groups, the greater the economic 
efficiency, and the economies of the situation must not be 
It should be possible to give good group 
medical service at a cost to the patient which will be 
reasonable and within his means, but at the same time 
the charge must be sufficient to leave a reasonable com- 
pensation for the physician.” 

Group practice, whether it be in the hospital or the 
clinic, is merely a group of physicians or practitioners 
who work in cooperation, doing at all times what they are 
expected to do, whether that be in a diagnostic or a thera- 
peutie eapacity. It not sO many years that 
the hospital belonged to the surgeon. Occasionally the 
internist, then known as the family physician, would send 
an unusually difficult case of typhoid fever or pneumonia 
to the hospital in the late stages of the disease, but more 
often even these severe cases were treated at home. When 
a surgical case was encountered, a surgeon was called 
to the home of the patient in consultation with the family 
physician, and if thought necessary the case was sent to 
the hospital by the surgeon and operated, the family phy- 
sician seldom, if ever, following the case. Moreover, only 
extreme surgical cases were operated, or cases which had 
gone on to extremes, and usually the outcome was fatal. 
For this reason the hospital was looked upon as a place 
to be dreaded, and a patient entering was considered to 
be a step removed from the undertaker. For this reason, 
also, the surgeon was looked upon only as a last resort. 
Within the last decade, however, a marked change has 
taken place. The advice of the surgeon is sought where 
there is an intimation of a surgical condition, and the 
hospital has become the logical place to be taken to when 
suffering. The result is that most hospitals now have a 
large medical service, treating diabetes, nephritis, pneu- 
monia, and so on, with far better results than could have 
been obtained at home. The family physician has become 
the internist, and is limiting his practice to medical dis- 
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orders. He has been appointed a member of the hospital 
staff and is working side by side with the surgeon. Surgi- 
cal conditions are referred to the surgeon in the early 
stages, with the result that surgical mortality has fallen 
tc a minimum. The internist has more time for his pa- 
tients, instead of racing from one house to another, and 
very frequently follows his surgical cases to the operating 
recom and checks up his findings with the actual pathology 
found. In other words, the family physician, instead of 
disappearing, as we so frequently hear nowadays, is but 
finding his place in the medical scheme, with advantage 
to both himself and his patients. 

Although group practice within the hospital is a great 
improvement over the older methods of consultation, a 
much better method, both for the physician and patient, 
is coming into its own. I speak now of specialists group- 
ing themselves together in so-called “groups” or “clinics,” 
thereby making their complete diagnosis at the office and 
later if indicated, sending their patients to the hospital 
with the diagnosis made. This has proven an advantage 
to the patient, both scientifically and financially; scien- 
tifically, because a better examination can be made in a 
shorter time, due to the fact that different physicians are 
at their offices at the same time and ean work in harmony, 
whereas in hospitals it is difficult for all to examine the 
patient conjointly; financially, because the patient is 
saved the expense of lying in the hospital four or five days 
ewaiting the examinations of different men. 

The most notable of group medicine clinics are Mayo 
Clinie at Rochester, Minnesota; Battle Creek at Battle 
Creek, Michigan; and Fall River, Massachusetts. In a 
more specialized form there are the various special clinics 
throughout America in many of the large cities. If you 
will pardon a personal reference, I might add that the 
DeCourcy Clinic, Cincinnati, is putting into practice the 
group medicine The DeCourcy Clinic, 
which has been established for a number of years, is en- 
deavoring to secure widely known specialists in various 
branches of medicine and surgery for both diagnostic work 
and treatment. The patient at the clinie receives the 
physician of his choice, and a complete history is taken. A 
thorough physical examination is made. Should an opera- 
tion be required, the patient chooses the hospital. A compre- 
hensive study is made of the condition of the patient so that 
time is not wasted when he is taken to the hospital. This 
is better for the hospital and enables the whole treatment 
and operation to go on much more smoothly. In this con- 
nection I might add that the Seton Hospital has estab- 
lished a gditre clinic which not only administers treat- 
ment and gives advice but also holds regular weekly lec- 
tures on the prevention of the goitre. This has met with 
the hearty cooperation of the physicians of the surround- 
ing states and has increased the usefulness of the Seton 
Hospital to the public at large. For those who are unable 
to pay, Seton Hospital and the attending staff donate their 
services. Moreover, plans are now being formulated to 
open a large children’s clinic in the down town section of 
Cincinnati, by a group of Cincinnati children specialists. 


organization. 


HOSPITAL PROGRESS 





395 





So one can readily see the many phases of group 
medicine. The possibilities are unlimited. That it is one 
more step beyond the present hospitalization system we 
now have, is an undisputed fact. It can truly be said that 
group medicine is an economic feature of medical practice 
which will benefit the patient. It also will put the medi- 
eal profession the charge that 
people are passed from one specialist to another until they 
are “broke.” 

It has been said by Dr. Michael M. Davis, Director 
of the Boston Dispensary, that “In private practice among 
the well-to-do, a family will call during the twelve months 
upon a pediatrician for the baby, an orthopedist for 
father’s feet, a laryngologist to take out Tommy’s tonsils, 
a surgeon for the debutante’s appendix, and an oculist and 
dentist for nearly every member of the family.” 


above reproach ; above 


The above statement may be a little exaggerated, but 
it brings the point home that one doctor cannot handle all 
the varied diseases that the human race is subject to; that 
a specialist must be called. Why not eliminate the dupli- 
cation of work, the loss of money for both patient and 
doctor, and put the whole affair into a working organiza- 
tion which is highly ethical in every sense of the word? 

Group medicine does not have to be practiced in 
rrivate clinics—not at all. The hospital dispensary and 
the hospital itself can be so organized that an ideal cvn- 
dition for the practice of group medicine will function. 
IT have merely mentioned several of the larger private 
clinies in America in order to show the tremendous possi- 
bilities there are in the organization of a hospital for the 
actual functioning of group medicine units. Private hos- 
pitals now under the supervision of members of this asso- 
ciation could increase their usefulness to the community 
in which they are located, to the patient, and to the doctor, 
if group practice were adopted. 

Therefore group practice is an effort to obtain all the 
data regarding each organ of the individual examined, in 
the most practical, economical, and applicable manner. 
In conclusion, I want to say that I am firmly convinced 
that the future development of hospitals is dependent 
upon the establishment of group practice in the purest 
sense of the word. 

I have tried this afternoon to show the relationship 
of group medicine to the development of the modern hos- 
pitilization system. Perhaps I have approached the sub- 
ject differently than most men would but I believe it is 
necessary to understand the various cycles in the develop- 
ment of the hospital system in order to fully appreciate 
the growing importance of group practice in the hospital 
or clinic. 

Lastly, I want to recapitulate, that is, to give once 
again the definition of group medicine: 

Group medicine represents a system of utilizing the 
maximum resources of modern medicine in all its various 
branches for diagnosis and treatment so as to promote the 
most effective and economical utilization of technical 
equipment and the most efficient co-ordination of profes- 
sional skill. 


















The Management of Genito-urinary Cases in 
a General Hospital 





James C. Sargent, M. D., St. Joseph’s Hospital, Milwaukee, Wis. 


T IS with considerable timidity that I present this sub- 

ject for consideration this morning. I say timidity 

not because of any lack of personal conviction, nor 
because of any fear that this body cf medical men might 
be disposed to take great issue with the beliefs and recom- 
mendations embodied within this paper. That timidity, 
such as it is, is purely the result of a realization that 
many, if not most, of the Catholic hospitals of this con- 
tinent are disposed to look upon and handle genito-urinary 
cases as a problem entirely separate and different from all 
other types of cases with which the hospital has to deal. 

This situation is of course a very natural one and 
has been brought about by the experience that in the hand- 
ling of genito urinary cases, even when the greatest care 
and consideration are used, there are times when some ex- 
posure of the privates can not be obviated. It would of 
course be mere idle talk to continue with a consideration 
of this rather knotted problem without granting in the 
very beginning that Sisters engaged in hospital work, as 
well as the training and the trained nurses who are their 
wards, have a very definite right to consideration. 

The author did not care to undertake a discussion of 
this subject without a very definite idea of just what the 
problem really was and what had been the experience: of 
the various hospitals in its solution. A form question- 
naire was printed and sent to the Mothers Superior of 
some 75 hospitals picked at random from the list of insti- 
tutions comprising this Catholic Hospital Association. I 
am very grateful for the prompt replies which were re- 
ceived from most of those questioned. 

It is perfectly evident that the handling of genito- 
urinary cases in a general hospital presents three very 
arguable problems which are uncommon to all other classes 
of hospital patients. They can be briefly put as follows: 

First: What, if any, changes are warranted in the 
operating room personnel when exposure is an unavoidable 
possibility ? 

Secondly: Is there reasonable objection to the prac- 
tice of quartering a special nurse in the room with a male 
patient when his condition demands constant attendance? 

Thirdly: Should the acute venereal patient requiring 
hospitalization be refused ? 

That it might be possible to have the combined ex- 
perience of a number of hospitals as a background for the 
consideration of these three problems, the following direct 
questions were included within the questionnaire: 

In such eases as cystotomy, prostatectomy and opera- 
tions upon the male genitals, are Sister nurses excluded 
from the operating room? Are non-Sister nurses ex- 
cluded? Are female anaesthetists excluded? In refer- 
ence to the second problem, the question was put: Are 
special nurses permitted a cot in the room of a male pa- 
tient, that they may be in constant attendance both day 
and night? And finally, the question: What is the atti- 
tude of your hospital regarding the surgical-venereal pa- 
tient? 

A perusal of this form questionnaire proved to be at 
once interesting and instructive. Instructive, because 
they embodied a large number of seemingly very valuable 


suggestions. Interesting, in that the profound difference 


of opinion on these matters was really startling. The 
real value that has come from this questionnaire, I am 
convinced, lies in this very difference of viewpoint. 


That 
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in itself is proof positive that these problems are not yet 
settled; that a definite right or wrong has not yet become 
apparent. 

It is gratifying to find that a good majority (some 
three out of four) of our Catholic hospitals already have 
facilit‘es for the handling of venereal cases actually de- 
manding hospitalization. It seems that orderly service, 
facilities for proper isolation, and special instruction for 
pupil nurses have, by very general experience, been the 
open sesame in the solution of this problem. It is cer- 
tainly to be hoped that in the near future every one of our 
hospitals will be equipped to handle this very needy, if not 
worthy, class of cases. 

When asked if special nurses are permitted a cot in 
the room of a male patient that they may be in constant 
attendance both day and night, one hospital answered, 
“No, never.” In the same mail another answer, 
“Yes, there has never been any difficulty or question re- 
garding this subject.” On the whole, about one-third of 
our hospitals permit this practice. Another third refuse 
it. Still another third have a twelve hour nursing service 
which, of course, obviates it. 

I have no disposition to argue one way or the other, 
upon the relative merits of the twelve and the twenty-four 
hour duty for nurses. If economically practicable it is 
certainly an excellent expedient. In any event it would 
seem clear that our male patient who is sufficiently ill to 
need special nursing, certainly needs that service by night 


eame 


as well as by day. 

And finally, the question of operating room service for 
patients in whom occasional exposure may be unavoidable. 
Certainly none other than the most exacting surgeon 
would demand a complete operating room perscnnel when 
performing a cystoscopic examination, or doing a circum- 
cision, possibly when operating a simple hydocele. In 
such eases the same technique that is used in major sur- 
gery appears unnecessary. 

A prostatectomy, however, is something different. 
Here occasional exigencies may by their very gravity de- 
mand free exposure of the genitals, and by the same token 
also demand the very best surgical technique the hospital 
an afford. The most considerate surgeon cannot place a 
Hagner bag without lawless exposure of the genitals. Yet 
at times this is necessary, and when necessary the very 
nature of the situation demands a proficient operating 
room personnel. 

I doubt very much if a prostatectomy would ever be 
done in any given hospital if Mr. Patient were forewarned 
that while asleep his life would be in the hands of an oper- 
ating room personnel wholly without supervision, and con- 


, sisting of a green intern nurse and an even greener intern 


anaesthetist. 

May I quote the experience of one of our Chicago 
hospitals: 

“In the operating room we have an instrument tray 
placed near the operator with the instruments that are 
needed on it. The nurse or the Sister at the surgical table 
prepares sutures or whatever is needed and places them on 
the tray. This can be done easily and it is not necessary 
for them to see what the doctor is doing.” 

And finally, in conclusion, I can do no better than to 
recommend for your consideration this filled out question- 
naire received from St. Mary’s Hospital, Minneapolis, a 
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225 bed hospital governed by the Sisters of St. Joseph’s, 
and commonly reputed to be one of the best managed hos- 
pitals ‘n the Middle West: 

“What is the practice in your hospital regarding the 
operating room service when such operation requires some 


display of the male genitals? 

“Are Sister nurses excluded from the operating room? 

“No, they supervise. 

“Are non-Sister nurses excluded ? 

“No. 

“Are female anaesthetists excluded ? 

“No. We have only female anaesthetists. 

“Are special nurses permitted a cot in the room of 
male patients, that they may be in constant attendance 
both day and night? 

“Yes. They have five hours off duty in the afternoon. 

“What is the attitude of your hospital toward the sur- 
gical-venereal patient ? 

“Tt is just the same as toward any other surgical pa- 
tient. He is in need of the same care.” 


DISCUSSION OF DR. SARGENT’S PAPER. 


Conducted by Edward Evans, M. D., St. Francis Hospital, 
La Crosse, Wis. 

Dr. Edward F. Kilbane, Misericordia Hospital, New 
York City: The question of female nurses and Sisters 
attending has been a stumbling block to all hospitals, and 
has been met in various ways. At the City Hospital in 
New York it has been the custom to exclude female nurses 
from G. U. service. At Roosevelt Hospital there are no 
objections of that kind. As a matter of fact, there need 
be very little exposure, and I think for all practical pur- 
poses with proper care there is no need for any offense. 
I feel that the best interest of the right kind of procedure 
is served only when the regular operating room staff is 
present, and that the patient does not get full justice 
with strange help. At Roosevelt when we do a super- 
pubic and the sound is introduced the nurses simply turn 
their backs, the dressings are replaced, and the operation 
goes on. The alternative of having a male attendant is 
not satisfactory. 

As far as quartering a nurse in the room with a male 
patient, when a patient does require a nurse all night 
there is no objection in Misericordia to having a female 
nurse retire to a cot in his room when she can get a little 
rest in that way. 

As to the objection to venereal cases, is it because 
of the source of infection, or because the patient has a 
venereal disease? If there is an objection because the 
patient has a venereal disease, that is a matter for the 
hospital to decide. We as surgeons cannot. If it is be- 
cause of a feeling of danger of infection, that is a different 
matter. Personally, I believe there is no practical danger 
of infection, and I feel that a venereal patient is entitled 
to hospitalization if his condition warrants it. We can’t 
help the past but we can help the patient to get better. 
If ordinary precaution is taken the practical danger of 
infection from a venereal case is not nearly so great as 
in typhoid, in a ward of tuberculous patients, or in acute 
pneumonia. It is one of the chances of the profession 
that have to be taken. Under ordinary conditions the 
patient with syphilis can very readily be sterilized. I feel 
that with common sense methods this can all be con- 
trolled. Theoretically there is a danger; practically, there 
is scarcely any, 

If we are going to exclude all venereal cases we will 
exclude many innocent patients, and we will have to draw 
the line between infection in the male and female, because 
the female case is more a source of danger than the male. 
Unless hospital authorities object just because the disease 
is venereal, I think the venereal patient should have the 
benefit of whatever hospitalization is needed. I make this 
reservation, that the attendants be told very plainly just 
what the condition is, and that if they don’t care to take 
the case there be no objection. I can realize that a nurse 
would object to not being told the circumstances. I am 
very sure that this is a matter of extreme importance 
and one of the practical things in our every-day service. 
Again, as far as the operating room staff is concerned, I 
believe that with a little tact there need be no exposure 
which others than the surgeon need to know about. 
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Dr. Evans: As far as our operating room technique 
is concerned we make no changes excepting that we always 
have a trained nurse to take the place of the operating 
room Sister if she can’t be there. However, the Sister 
remains and supervises, and the Sister always gives the 
anaesthetic. Our nurses take care of venereal or G. U. 
cases the same as any others. The one thing the Sister 
asks is that they be specially warned and that there be all 
means of protection against infection. Venereal cases are 
always admitted in our hospital. 

There is a point I have in mind. Many don’t realize 
that Sisters in small communities often have hospitals 
where there is no organized staff. In our hospital all the 
men are operators. The trouble is that some genito- 
urinary cases are taken for something else because they 
are not properly analyzed. That is the difficulty where 
there is no specialized staff, and to my mind this is a 
great danger in such hospitals. 

I think the thing we need perhaps more than the 
questions we are discussing, is to endeavor to have the 
staff so cooperate that if there is a good G. U. man on 
the staff he be asked to see such cases. These cases are 
not investigated as they should be, and there is a tre- 
mendous field in general hospitals for the care of G. U. 
patients, 

Doctor: I don’t believe the average doctor gives his 
patients enough thought. I don’t believe he is thorough 
enough in his examinations. I think too many are making 
pop-shot diagnoses and getting into channels that they 
can’t see out from. I believe we should look upon our 
patient as neither man nor woman, but just as a human 
being to whom we should give relief. I think it is the 
duty of the doctor to give the Sister or the one in attend- 
ance as nearly as he can, a diagnosis. I feel, too, that 
only occasionally is it necessary to call in specialized 
specialists, but at times it is. If a man takes a patient, 
if he remains free from prejudice and gives the case proper 
study and thought and finds something indefinite, he owes 
it to his patient to call in a specialist. 

One of the greatest troubles is that the patient wants 
short hospitalization. He doesn’t want to stay long 
enough for observation. I don’t believe we can do justice 
to the patient who comes to our office by telling him, 
after a casual examination, that he needs an operation. 
We should see the patient and go over him one or more 
times. If there is a phase you don’t understand, follow 
it up. It is astonishing how few correct diagnoses are 
made, With all our acumen and assistance we go amiss 
at times. I would like to insist that each man examine 
more thoroughly and not pass the responsibility on to 
others. The patient expects his doctor to serve him, and 
if the doctor is conscientious and cannot give this service 
he will see it as his duty to bring some one else in. In 
the matter of stones in the urethra, a blood count and 
x-ray will, 49 out of 50 cases, clear the diagnosis. 


Relative to the screening of patients, I feel we should 
be able to have some one in the operating room who can 
remain. The principal thing is to lose sight of the sex 
of the patient, to see him as a human being who has been 
unfortunate, to try to relieve him, and as he convalesces 
perhaps to do a little Christianizing. 

Dr. Denis McAuliffe, Attending Surgeon, Misericordia 
Hospital, New York City: . We may say about this that 
everything is clean to the clean. It appears to me that 
maybe the G. U. service is not properly organized where 
such difficulties present themselves. The screening of a 
patient does not mean anything. There are conditions 
that nurses have to know and that they must take as part 
of their profession, They must learn to accept the situa- 
tion and do what is right. With regard to stones coming 
down to the bladder or urethra, I think we are partly to 
blame in some of these things because of our post-graduate 
courses and our attempt to teach surgery in six months. 
And there is so much syphilis innocently contracted it is 
a pretty hard problem to eliminate. However, I think you 
are doing a splendid work. 

Doctor: Dr. McAuliffe has exactly expressed my 
opinion. The question is how to meet the situation. I 
believe it is not always possible for a man operating to 
preserve his technique and at the same time observe strict 
screening. I think as Dr. McAuliffe does that this is a 
— modesty which should be educated out of the hos- 
pital. 

Father Moulinier: I am interested in this subject, 
which, in my mind, divides itself into two phases, ethical 
and religious, and institutional. Clearly this is a problem 
of the institution. From the questionnaires Dr, Sargent 
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has received answers to, we see that some of the Catholic 
hospitals are without this difficulty, which means that 
Sisterhoods as such are not opposed to giving the fullest 
up-to-date and scientific care to such cases. You mustn’t 
be too severe in blaming those who seem a bit prudish 
about it. It is an inheritance growing out of religious 
life. This will not last long because of your influence 
and the influence of the Catholic Hospital Association. I 
should say that in a very short time these hospitals will 
get over their prudishness if the medical men will handle 
it with a certain degree of tact and persuasiveness, 
especially if we try to influence training in the training 
school by emphasizing the necessity of such service to 
the patient. 

The other side of the question is the personal con- 
science of the individual nurse, and you should assist the 
hospital to relieve any nurses who cannot in conscience 
perform this service. In such cases they probably shouldn’t 
be nurses at all. You know it is neither courteous nor 
professional to command them to do what conscience for- 
bids them to do. The Sister or chaplain may handle this 
situation. Be keenly sensitive toward the individual lay 
nurse or Sister. Be tactful and cooperative and unified 
among yourselves and with the hospital, and this will be 
settled in Catholic hospitals in five years. But bear in 
mind that some rules in the Sisterhoods will die out or 
change slowly. Nevertheless influence will gradually 
bring them to see that they must give all that is requested 
and asked for by a united profession on care of this kind. 
It is all a matter of careful, tactful, sympathetic handling 
of the institution and even more delicate handling of the 
individual. I am sure you gentlemen can change this 
when there needs to be a change. 

Doctor: What is the advisable thing fer a hospital 
to do when its chaplain is not adapted to the needs of the 
institution ? 

Father Moulinier: If you are well organized, thresh 
out the matter and send a committee to your bishop. Give 
him the facts. There are very few bishops who won’t 
give you the kind of chaplain you want if they can get 
him. 

Doctor: I have never had any difficulty with genito- 
urinary cases and the general staff, but I won’t permit any 
curiosity sight-seers in the operating room. Everybody 
outside of the personnel is excluded; it relieves those 
serving on the case and a beautiful modesty is sustained. 
There should be no relatives or other spectators present. 
It is even better to exclude visiting physicians. 

Doctor: I think it is a mistake to exclude other 
physicians: 

Doctor: No. It is merely a proper regard for these 
modest women in attendance. 

Doctor: In the interests of our nursing staff we make 
clear through lectures the danger to them of certain dis- 
eases, Gonococcus is especially emphasized as a danger, 
especially in its possibility of producing blindness. There 
is no infectious case in our hospital that is not known to 
our nurses and dietitian, to absolutely conserve as far as 
we can the interests of the nursing staff. No visitors 
excepting doctors come into our operating room at all. 
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But it is never closed to doctors. The only thing we insist 
upon is protection against infection. We require all of 
them to be gowned. We never have any difficulty as to 
screening. Our cystectomies and prostatectomies go on 
with the regular staff present. Everybody stays. 

Dr. Evans: Father Moulinier has an instinctive right 
viewpoint about hospitals. It is true that we can’t shield 
the thoughts of Sisters or nurses with screening. 

Dr, Sargent: I am very grateful for this discussion. 
I think it is apparent that this is a very general situation 
and I believe we all agree on the ultimate solution. 


DISCUSSION OF MENTAL AND NEUROLOGICAL 
CASES IN THE GENERAL HOSPITAL. 
Conducted by Herbert W. Powers, M. D., Neurologist, Dea- 
coness Hospital, Milwaukee, Wis. 

Dr. Powers: I am interested in neurological cases 
and believe more thought and consideration should be 
given them in general hospitals, for several reasons. 

First, we have a great many neurological cases and 
a great many functional states which if not properly 
treated become frank psychoses. If the patient is not 
financially able to go to a private institution he is com- 
pelled to go to a state institution and must go through 
the objectionable process of legal commitment involving 
delay. It is a cruel thing to have insanity ascribed to one 
of your family. 

As you know, there are individuals who become sick 
mentally. Probably of the ordinary acute psychoses about 
80 per cent recover and get well. It should be possible 
to give them the proper treatment, and in this we need 
more help from the general hospital, This avoidance of 
commitment is one thing. 

Second, it would be beneficial if general hospitals were 
brought more in contact with these cases. Doubtless all 
of you have seen patients not frankly hysterical, but hav- 
ing various obsessions and registering in consciousness 
certain things which should not register. We even see 
such cases operated upon. If we had these cases in gen- 
eral hospitals and staffs saw more of them, as men in 
neurology do, the surgeon would not so often be misled. 
A few little concessions for such treatment on the part of 
general hospitals would make a great deal of difference in 
understanding care. 

Let a patient be operated on and if he has a little 
mental shock following, on the least provocation it is 
likely that this post-operative will be sent to an emergency 
hospital. By understanding care and treatment we are 
able to send them back. If they can do this in an emer- 
gency hospital, why in time can’t the general hospital 
— them? I really feel that such facilities should be 
ad. 

Doctor: What would be the minimum requirements 
for this service in a general hospital? 

Dr. Powers: Probably a treatment room 16 by 20, 
with a table for massage and perhaps some facility for 
static treatment. If the hospital has some little place 
off by itself for this where a nurse could be with these 
patients, she would find it helpful to their care. It is 
an asset that nurses now have more training in psychology 
than they formerly did, 


The Relation of the General Hospital to 
Tuberculous Patients 


C. O. Giese, M. D., Glockner Sanatorium, Colorado Springs, Colo. 


Ts suggestion that we discuss the relationship of 
the general hospital to tuberculous patients im- 
plies that the relationship which has heretofore 

existed, and which exists to a certain extent at the present 

time, is in. part unsatisfactory. A brief review of the 
past relationship and the reason for its existence may 
well be in order. 

The exclusion or practical exclusion of tuberculous 
patients from general hospitals may be attributed to a 
number of factors. It has occurred to me that the first 
factor is the remains of the once general belief that tuber- 
culous patients could not be successfully treated any- 
where. Even at the present time there is a more or less 


wide-spread opinion that the treatment of tuberculosis is 
rather futile. 

As a second factor I would mention the extreme 
chronicity of the disease. This has certainly had its 
effect, because of the very long period that the bed in the 
hospital must be occupied. 

The third factor certainly is the fear of infection by 
the hospital employees and by other patients. 

Sanatorium treatment has sufficiently answered, I 
think, objection number one. Tuberculosis, however, 
still remains an extremely chronic infection. But I see 
no reason why this should militate against at least a por- 
tion of the time being spent in a general hospital. In 












































































answering the third objection, it has been shown that the 
development of manifest tuberculosis is extremely rare 
among sanatorium employees. The reason for this, I 
think, is well understood, and need not be discussed at 
this time. 

It is a somewhat and rather lamentable 
coincidence that just as the means for the prevention of 
tuberculosis became generally known, and the possibility 
of controlling it became equally well known, the more 
rigidly were cases excluded from general hospitals. Rest 
still remains as the most important element in the treat- 
ment of the acute case, and this can certainly be secured 
in the general hospital as well as anywhere else. It might 
further be urged that general hospitals are not constructed 
for the proper care of tuberculous patients. Yet I feel 
that this cannot be taken seriously as an objection, but 
only as a fault of construction. 

In suggesting a new relationship between the tuber- 
culous patient and the general hospital we must consider 
every factor concerned. The patient, the hospital with 
its interns and physicians and nurses, and perhaps last, 
but not least, we must consider the effect upon the general 
tuberculosis problem. There can be no doubt as to the at- 
titude of our National Associations most concerned. Both 
have gone on record as completely endorsing this plan. 
The National Tuberculosis Association in 1916 recom- 
mended that general hospitals admit tuberculous patients, 
and that they provide separate wards or rooms for their 
treatment. In 1920 the surgeon general of the 
United States Public Health Service requested the Ameri- 
can Medical Association to go on record as favoring this 
relationship. In response, the American Medical Asso- 
ciation recommended that general hospitals in all parts 
of the United States accept tuberculous patients and that 
they never be denied admission, at least in an emergency 
and for temporary periods. As a possibility of the result 
of admitting tuberculous patients to general hospitals 
for diagnosis and for treatment, when no better is avail- 
able, I wish at this time to call attentien to a movement 
very praise-worthy in its inception, but often exceedingly 
impractical in application. I refer to the holding of 
tuberculosis and the examination of all 
both suspected and otherwise. The physical impossibility 
that confronts many physicians, however proficient in 
chest examinations, to pass upon from 25 to 50 cases in 
an afternoon, many of them border-line is self- 
evident. He is expected to say not only whether tuber- 
culosis exists, but whether or not treatment should be 
instituted, and furthermore the kind of treatment and its 
probable duration. The urgency of the matter prompts 
the examining physician to positive statements, and the 
result is that a very large percentage of errors naturally 
Many cases are sent to the sanatorium when more 
deliberation and time for examination and history would 
not have warranted making a diagnosis of tuberculosis. 
The stigma of such a diagnosis is placed on the individual, 
his business is disrupted, and no good results. As I 
said in the beginning, the idea of the clinic is a com- 
mendable one, but all doubtful cases should be referred 
to some near-by general hospital where complete examina- 
tions are possible. They should be requested to remain 
. time sufficient for temperature records, repeated sputum 
eXaminations, and so on. The result of these complete 
examinations could then be summarized by one experi- 
enced in the diagnosis of early pulmonary tuberculosis, 
and the question decided as to what further treatment 
hould be advised and outlined. So difficult is the diag- 
nosis, in my opinion, that even with this precaution, or 
even a longer period of observation, there will still remain 
an irreducible quantity of wrong diagnoses and wrong 
advice. 
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A consideration of the opportunities for tuberculosis 
training now offered to nurses has brought further in- 


teresting data. Miss L. Grace Holmes, of the Oregon 
Tuberculosis Association, recently carried out an in- 
vestigation to show the training the present graduate 
nurse is receiving in tuberculosis work. As a result of 
her questionnaire, carried over two years, 1922-23, we find 
that of eight thousand nurses graduated in these two 


years, but one thousand have had either practical or 
Her survey comprised 41 
From several states she had not as yet received 
a satisfactory answer. The scope of the nurse in general 
health work She is called 
upon to answer more and more questions. as to public 
health. However, in regard to the most important in- 
fection of all, the one that is probably the most of a 
menace to publie health, she has no definite knowledge, 
and we can expect but little help from that quarter. 


didactie work in tuberculosis. 


states. 


is continuously increasing. 


Just how long a patient with a definite diagnosis 
should remain in a general hospital is perhaps an open 
The moribund case should be kept until the 
end; of that we are practically all agreed, I am sure. 


question. 


As stated earlier in the paper, cases should remain as 
long as there is no better place to go. Frequently it is a 
question between the home and a general hospital, or a 
good general hospital and a poorly conducted sanatorium. 
Where such a choice has to be made I am sure the tuber- 
culosis worker would prefer the hospital. All of this pre- 
supposes, of course, proper wards or rooms for the care of 
such patients. The hospital must not consider that rooms 
suitable for tuberculous patients cannot be used at other 
times for patients suffering from other disorders. Cer- 
tainly such is not the case. 


In regard to the treatment of tuberculosis, I see no 
reason why the staff of a general hospital, the interns, the 
physicians practicing in the hospital, and the nurses, should 
not be as fully competent to instruct patients as to the 
proper disposal of sputum, and institute proper regime, as 
any sanatorium staff. Those of us who have had sana- 
torium experience know that we can count on a certain 
percentage of sanatorium patients being constantly hospital 
That is, in all sanatorium construction there is 
provision made for hospitalizing of at least from 30 to 40 
per cent of the patients. These comprise of course the 
far advanced and bed-ridden cases, cases for diagnosis, 


cases. 


and eases with favorable prognosis which demand at the 
I can well under- 
stand why ambulatory cases cannot be well cared for in 
a general hospital, and some further provision should be 
made for them. It is an exceedingly difficult and un- 
satisfactory way to treat the ambulatory case, and it 
should be transferred as soon as possible to some sana- 
torium for tuberculosis alone. 


present, extreme and absolute bed care. 


It is a well known fact that interest in tuberculosis 
and in chest disorders is an exceedingly hard thing to 
arouse in recent graduates of our medical schools. Per- 
haps this is due to lack of proper contact with the disease. 
The young doctor is taught by his association in the hos- 


pital that tuberculous patients are accepted only on 
protest, kept as short a time as possible and then 
ushered out; that they offer but very little in diag- 
nosis or treatment. As a result of this old attitude, 


nurses, interns, and even doctors practicing in the hos- 
pital, fail to appreciate the importance of tuberculosis 
It is with the 
hope of improving this situation that I make this plea for 
the general admission into general hospitals, of any or 
all patients, at least for limited periods, and in some 
instances for continued treatment. 


in public health work, or in private life. 
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DISCUSSION OF DR. GIESE’S PAPER. 


Conducted by H. B. Sweetser, M. D., St. Mary’s Hospital, 
Minneapolis, Minn. 

Dr. Clifford Collins, St. Francis Hospital, Peoria, IIl.: 
Probably the reason tuberculous patients are not admitted 
to the general hospital is the fear o:? contagion, although 
this can be considered a negligible factor under proper 
precautions. The medical profession and nurses may be 
educated to this. The public is not convinced. And that 
is the problem. That is one reason why hospitals are not 
inclined to accept tuberculous patients. The education 
must be carried still farther—to the public. 

Probably another reason is the expense in the gen- 
eral hospital. If the patient is going to be there a long 
time the expense is very considerable, Recent improve- 
ments through standardization have inevitably increased 
overhead cost. Prices of rooms all over have necessarily 
been raised. I think we should be careful about raising 
room prices because of a consequent tendency to take the 
hospital out of the reach of that many more patients. 

Ornateness and elaborate decoration in hospitals have 
recently been editorialized in an appeal that this expense 
be devoted to things that add to the efficiency of the 
hospital. When it comes to a long period of illness, those 
institutions especially equipped can undoubtedly do better 
than the general hospital. 

Dr. Sweetser: At St. Mary’s we decided that although 
we didn’t like to take these cases for long periods, there 
are so many acute conditions that may occur in tuberculous 
cases and there is so little danger from infection that the 
patient has the right to bed care when needed, and we are 
willing to give it for a reasonable time. 

Doctor: How many hospitals represented here do not 
admit any tuberculous cases? (There were none.) 

Doctor: I suppose most hospitals take these patients 
for diagnosis, extraneous pathology, and operations. 

Doctor: I am intimately acquainted with the situa- 
tion. The hosp.tal I am in was once purely for tuberculous 
patients. It was fostered by the Citizens’ Committee of 
Chicago and was placed out in what was then the country. 
Patients would pay for a high priced room and as their 
time of residence in the hospital was prolonged their funds 
gradually reduced and the rates came to be reduced until 
funds ran so low that it was placed on the charity list. 
Something had to be done to keep the hospital going 
and it was decided to take in general cases. When these 
came in the doctors objected to the tuberculous cases 
because they were ambulatory, and finally the tuberculous 
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patients were isolated on the third floor. Now this hos- 
pital only accepts tuberculous patients for a short length 
of time and under a special nurse. As far as taking 
them for diagnosis and other treatment, they have never 
been refused. 

Doctor: I was the first resident physician at St. 
Ann’s, and I would like to go on record as saying that 
you can with perfect propriety admit the tuberculous case 
because they were ambulatory, and finally the tuberculous 
patients were isolated on the third floor. Now this hos- 
to the general hospital in so far as the general hospital 
can help the tuberculous patient. Every man has tubercu- 
losis. Wherever systematic post-mortems are carried out, 
healed tuberculosis is found in eight out of ten. 

Dr. Evans: In Wisconsin we have a constant devel- 
opment of the free chest clinic. I begin to feel it isn’t 
the very best thing. Perhaps one of the group of three 
or four is expert, and the others are not, I know of 
several erroneous diagnoses, but still I believe it does an 
enormous amount of good because it brings out a lot of 
cases that are not properly diagnosed. 

Dr. L. W. Bortree, Glockner Sanatorium, Colorado 
Springs, Colo.: I am pleased that this paper has aroused 
so much interest. It is true that all of us will react to a 
tubercular test, so we are all infected, but not all sick 
with it. 

About the nurses. We aren’t in contact with the 
patient all day as the nurse is, but the short time we 
see him he is forever asking questions. And that’s what 
he does with the nurse, who should be able to answer a 
certain number. That is why she should know a little 
of the rudiments for the purpose of spreading public 
health. We have a post-graduate course in this for nurses 
in Colorado. 

Cases of severe hemorrhage should be treated in the 
hospital, and the ordinary hospital should develop some 
man interested in helping out with acute conditions. 
Empyema itself is a tremendous problem. 

I don’t decry the value to the physicians of free 
tuberculosis clinics. They wake the physician up with a 
jolt and are the sort of thing that keeps us on our toes. 
They are of value because they interest the public in 
public health measures. We also need an observation ward 
under the care of an intern where a man can be placed 
until his diagnosis is made one way or another. We 
want each hospital of average size so equipped that 
patrons may have proper treatment and observation along 
the lines of tuberculosis. 


The Pediatrics Department in a General Hospital 


Robert A. Black, M. D., Pediatrician, Mercy Hospital, Chicago. 


R. HOLT is authority for the statement that 25 
D years ago there were fewer than six men in the 

United States who practiced pediatrics exclusively 
as a specialty. We all know that 25 years ago not a 
medical school in the United States had a department de- 
voted exclusively to pediatrics. In the whole United 
States there was not an infant welfare station. There was 
little thought given to reduction of infant mortality. 
Laboratories for studying diseases of children were un- 
known. Diphtheria was the only children’s disease ab- 
sorbing laboratory workers’ attention. Poliomyelitis, 
rickets, caleium deficiency, acidosis, scurvy, and infantile 
syphilis were exciting little interest. 

It is interesting to note that, in round numbers, in 
the City of New York in the last 25 years, in children 
under five years, the death from diarrheal disease has 
dropped from 7,200 to 1,900; that in 1898, 7,000 babies 
died of acute respiratory diseases, and in 1922, 3,500; near- 
ly a 50 per cent decrease; that the actual death rate in 
these children under five years has fallen from fourteen per 
cent to 9.6 per cent. The splendid work of preventive 
medicine in childhood is shown by the lowering of infant 
mortality. With a realization of the importance of good 
hygiene, the use of antitoxin, the enforcement of quar- 
antine, the infant welfare organization, and the better 
education of parents, there has arisen a demand for hos- 





pitals for children. The children’s hospital, as a com- 
plete separate unit, is to be desired, but can not fill the 
need; hence the establishment of children’s wards in al- 
most all hospitals. It is with this subject that I am to 
deal today. 

The children’s ward never can be the ideal solution, 
but the children’s ward if put under proper supervision 
is capable of being developed to a point where it can do 
much practical good besides becoming an educational 
force in the community. The children’s ward, after 
many ups and downs, has gradually grown away from the 
routine of the hospital and is daily becoming a more 
specialized part. Still it offers many opportunities for 
improvement. 

First, it is of extreme importance 
certain selection of the diet. In babes 
dren the gastro intestinal tract receives much considera- 
tion and it is here that we should make changes. © There 
should be certain standard diets for the various ages of 
the child. Children of two to four, of four to eight. 
should have their own selected diet, which consists of 
simple wholesome cereal, vegetables, meats, ete. Th: 
main difference for these ages is in the degree of mashing 
or ricing the food. Then there should be a proteid fre: 
diet and a limited starch diet. More supervision should 
be exercised on the bringing in of food by parents and 


that there be a 
and young chil- 
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friends. No matter how careful a watch is kept, it is no 
uncommon thing to find peanuts, apples, or bananas in 
the child’s bed, which had been given with the warning: 
“Don’t let the nurse see this or it will be taken away.” 
There should also be more systematic study of the effect 
of the various diets on the individual child. Many a 
failure to gain is due to a poorly balanced diet either 
served to the child or selected by the child for the general 
tray. 

In the second place, more care must be taken in the 
receiving of children. Too often in many of our hospitals 
they are admitted at once to the children’s ward instead 
of being in an adjoining room for from seven to four- 
teen days. Too often a tonsil case is put in the ward 
for one day only, and in that one day it may do much 
damage. <A throat culture must be taken at once, a 
vaginal smear made of female patients (and here it is 
well to note that the use of vaseline on the rectal ther- 
mometer must be forbidden as no more fruitful way of 
spreading gonorrheal vaginitis can be found), heads must 
be examined for pediculosis, and all suspicious rashes 
watched with care. A supervision of the visitors to the 
ward must be kept also. If a patient must be admitted 
to the ward, then screen his bed and supply a basin of 
antiseptic solution for the nurse to rinse her hands in 
after tending him. Special care must be used in seeing 
that each child has his own cup, knife, fork, spoon, ete. 
A most common way of spreading the infection is by 
permitting eating utensils to be passed around. Simple 
colds, bronchitis, pneumonia, must be screened. We must 
always be on the alert for contagion and infection, as is 
the surgeon. 

Thirdly, the mental care of the child should receive 
more attention. Many of the fears, the bugbears, the 
night terrors, the violent tempers and idiosyneracies of 
these little folk have a significance that few of us appre- 
ciate. When we discover that symptoms have no marked 
physical basis, we pass them by with no consideration. 
Yet in adolescence we find these same symptoms appear- 
ing and then we appreciate the early symptoms of mental 
instability. If we watched these early symptoms of men- 
tal instability, could we not do much good in arresting 
their development? If these various phobeas are brought 
early to attention, there is a likelihood that the neuro- 
logist will receive fewer patients in later years. With our 
increasing percentage of insanity, it behooves us to think 
twice of the mental hygiene of the child. 

Fourthly, we all agree that much of the reduction of 
infant mortality is due to better sanitation and general 
rules of hygiene. In the children’s wards the nurses 
should teach the child many rules which will be carried 
by the child back to the home, such as the washing of 
hands and face before each meal, the danger of putting 
unclean objects in the mouth, the washing of hands after 
meals, the use of the tooth-brush after each meal, train- 
ing to avoid constipation, the cough in gauze, the habit 
of a rest period each day, of daily baths, of plenty of sun- 
light, of plenty of fresh air. With little work these small 
imitators could go back home true missionaries. 

The education of the nurse is being sadly neglected 
in the hospital and this condition must be righted before 
the ward can be a success. The course in the children’s 
ward and nursery should be selective by the nurse herself 
ind by the pediatrician, or at least the senior nurses in 
the ward should be selected this way. Children have a 
curious instinct, like animals. We all know a dog recog- 
nizes at once an individual he can trust. Now a child is 
the same. The nurse must be fond of children and must 
be trusted by them. The nurse must be better educated 
in the normal child. Many times I have seen in some 
hospitals on a tray, food for a sick child that even a well 
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child should not have. She must also have initiative. 
By this I mean the nurse must do the thinking for the 
child. <A child or babe lies in bed and waits to be taken 
eare of. The nurse must try to reason out in her own 
mind why her child is irritable and fussy or why drowsy 
and stupid. She must learn to appreciate and recognize 
slight changes in her patient. She must be capable of 
assuming more responsibility in the care of the child than 
in the adult, where she can depend partly on the dictation 
of her patient. Mistakes are easily made, and in no place 
do we see small mistakes grow into dangerous -situations 
oftener than in the nursery and children’s ward. She 
must learn the significance of little symptoms and act 
upon them. This quality of initiative is intangible but 
it is a real thing and must be present. The nurse must 
be taught to instil healthful habits and healthful thoughts 
in her child’s mind, for we know that many difficulties 
later in life can be traced to unfavorable impulses started 
in early life. 

Another most important phase in the training of our 
nurses in the ward is relative to the relation of the parent 
and the child. It is different from any other relation in 
the world. There is a peculiar ownership and interest. 
For a nurse to step in and carry out a program in the face 
of the antagonism of both parent and child is a difficult 
problem. She must be trained to win the confidence of 
both. It is as much a test of true nursing ability as it 
is to show true nursing technique. No children’s ward 
can be successful till this practical problem is met and 
solved. Time forbids my delaying longer on the chil- 
dren’s ward of the general hospital, although many other 
suggestions for improvement can be offered. 

There is another phase of childhood that deserves 
your most serious consideration—the nursery in the gen- 
eral hospital. It is here that the new-born his 
entrance; in almost all hospitals it is as a charity patient. 
The mother is cared for by the trained obstetrical nurse, 
by high priced obstetricians, and the arrival is 
promptly booked as a charity patient and in the majority 
of cases given over to the nurse taking her training in 
Rarely is he examined by the ob- 


makes 


new 


the obstetrical ward. 
stetrician, except for prescription of a dose of castor oil, 
usually a teaspoonful, repeated in eight hours if he is 
again asked to prescribe. To learn any subject we should 
begin at the beginning, but in this charity patient who 
interest; the 
obstetrician because the baby is only his by-product, the 


affords many problems no one shows an 


pediatrician because he does not come in contact with the 


infant till after it is home and in bad shape. The wealth 
of problems to be worked out on this wee parcel of 
humanity is wondrous, and if solved would go far into 
medicine as a whole. For example, the hemorrhage dis- 
eases of the new-born, the effect of toxemia and nephritis 
in the mother, on the infant; and the various types of 
Is it the principal agent in 
Consider, too, the causes 


jaundice in the new-born. 
the formation of immunity? 
of high temperature in the new-born, the effect of early 
feeding a foreign proteid, the causes of protein sensitiza- 
tion, with which you all have trouble in later life. 

These are only a few of the many problems of the 
nursery which affect you men in adult practice and should 
be given to men who would study them. The mortality 
in the nursery is higher by 50 per cent than it should be. 
To give a babe weighing six pounds, three teaspoonsful 
of castor oil in 24 hours because he happens to have a 
little mucus in his throat certainly does not improve his 
chances -of surviving. To give this same babe an equal 
amount of milk of magnesia because he has a high tem- 
perature due to dehydration does not do more than hurry 
him up to the pearly gates. To order cold sponges for a 
babe who has a temperature due to a cerebral hemorrhage 
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affecting the heat center certainly is to follow out the 
teaching of those who believe in destroying the infant who 
might be mentally deficient. To let a mother fail to 
nurse her babe just because the little patient does not try 
very hard, and at once to put this babe on cow’s milk and 
sensitize him to cow’s milk for the rest of his life, is not 
fair to him even if he is a charity patient. 

These are only a few of the common things in the 
nursery that could be named by the score. They are all 
things that happen weekly and you know you are going 
on in the same manner. Destructive criticism should not 
be made unless constructive is added and in this case it 
is easy. 

First, lift the babe out of the charity class. He is a 
living being. In the majority of cases he is not charity, 
but the wealthiest person in all the universe because he 
has a whole future in front of him and his parents intend 
to see that he realizes it. Charge a fee for his special 
care equal to the special fee his mother is charged in her 
delivery room service. People appreciate what they pay 
for; they also look to see that they get their money’s 
worth. Take this fee and see that the babe gets his just 
dues. 

Secondly, his present status reminds me of a little 
boy who was in my office a short time back. He had an 
abscess on his arm that needed incision and drainage. 
His mother had been doctoring him with hot poultices 
with little result. I looked at it and said it would have 
to be opened. We placed him on the table and then with 
a sob in his voice the little boy said: “Oh Mother, let’s 
don’t bother you and Dr. Black any more. Let’s let God 
do it.” Let’s get away from letting God alone take care 
of this tiny waif and appreciate more the fact that we are 
His instruments. Give this babe to the pediatric depart- 
ment as soon as the cord is tied and the eyes taken care of. 
We are interested in him; we want him; the new-born 
baby is the most baftling, interesting, gambling problem 
we face. Let the pediatrician take him and know him 
before he has walked in the shadows, and I am sure he 
will have more sunshine in his later years. Let the pedia- 
trician having secured charge of the infant, call on the 
laboratory chief for help in solving his problem. Let the 
nursery have the same customs in using the laboratory as 
does the general practitioner. Four times have I seen 
pyelitis in infants under one week. I have cases 
of supperative gonorrheal arthritis in infants three weeks 
old. In fact, once the babe arrives he is subject to all 
the infections of the adult. Yet how often does the 
laboratory receive any clinical specimen from the nursery ? 
How happy an ambitious laboratory worker would be to 
be permitted to study many of the phenomena of life at 
its very outset, and in a few years what wondrous results 
would show! For you all realize that it is in the reduc- 
tion of infant mortality that we all boast of adding nearly 
a decade to the span of life in the past 25 years. 

Thirdly, this babe will now no longer be a charity 
patient since he is paying his way. Let him have his 
own head nurse whose duty shall be to train and super- 
vise other hospital nurses in his care. I do not note any 
obstetrician spending hours training his nurses in detail, 
or any surgeon training his nurse. The nurse is trained 
by the head obstetrical nurse or by the head surgical nurse 
with what detail and refinement the various surgeons add. 
You will find all pediatricians anxious to train their 
nurses, but the time of a visit is devoted to the care of 
the infant, and only a course of twelve lectures is given. 
Let the specially trained nurse train the nurse and what 
is equally important, let her train the mother. The 


seen 


ignorance of the average mother is appalling. The mis- 
information one obtains from the student. nurse is astound- 
ing. 


Have this specially trained nurse visit the mother 
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in her room after the third day. Teach the mother the 
importance of breast milk, how to clothe her baby, when 
to give water, the avoidance of catharties in infants, the 
necessity for regularity of habits, of eating, sleeping, and 
playing, the danger signs in an infant, and a thousand 
things that this new mother is anxious to learn or this 
old mother is anxious to have put right. Remember there 
is more joy over one saved than the 99 who were not lost. 
By some such system I am sure you could cut the mortality 
of the first six weeks of life by 50 per cent. Are you right 
in not seeing the light and accepting this opportunity to 
save? Are you right in not urging that your hospital 


adopt some such plan? 


DISCUSSION OF DR. BLACK’S PAPER. 
Conducted by H. B. Sweetser, M. D., Chief of Staff, 
St. Mary’s Hospital, Minneapolis, Minn. 

Dr. E. A. Weiss, Mercy Hospital, Pittsburgh, Pa.: 
Many hospitals hesitate to have a pediatrics department 
because they think it means more trouble, more nursing, 
etc. But for a hospital to provide a nursery according 
to the outline of Dr. Black is as necessary as a surgical 
or medical department. I am an obstetrician, but one 
phase which I like to emphasize most thoroughly is that 
pertaining to a nursery. It is our experience that the 
nursery is still in charge of the obstetrician, but the high 
class obstetrician cannot be a high class pediatrician. 

When a patient comes to the hospital he is entitled 
to the very best. As Dr. Black has pointed out, the new- 
born child is not a free patient, but a real patient, and 
as such entitled to the greatest possible attention. The 
first two or three weeks are the most important, and if 
the child is given the proper start we have overcome one 
of the greatest things in infant mortality, 

There is possibly now an inclination to train the 
nurse more adequately for this service. Internists say 
unreservedly that this has been the great trouble, and 
internists are sometimes better judges of this than the 
rest. If we can send a little child well from the hospital 
it will be a wonderful thing. We have all experienced 
that when we can assure the mother whose baby has some 
little failing that a specialist is looking after it, that will 
do more than anything else to keep her in good mental 
condition. 

For the last three years the pediatrician has taken 
charge of the new-born infant from the very first, and 
it has worked out to the greatest satisfaction of the hos- 
pital, the mother, and the physician. Occasionally the 
physician balks, but we feel it is the best procedure and 
he agrees to it readily as he would to a regulation of the 
operating room. Every patient is entitled to the best, 
and we are not giving the best unless we give him the 
care of expert attention. 

Doctor: I am in the pathology department and I am 
much impressed by this paper and discussion, especially 
because the general fundamental knowledge of medicine 
rests a great deal on the metabolism which takes place 
the first few days of life. I also like the emphasis placed 
on hygiene. It is a fertile field and this is an ideal place 
to start it. The suggestions, if put into practice, would 
be of great value, and if the pathologist were wide awake, 
I am sure the doctor would have to establish rules to keep 
the pathological staff from worrying his patients too 
much. 

Doctor: I am wondering whether these gentlemen 
have been referring to a hospital of the teaching type or 
whether these suggestions are for adoption in a hospital 
where no teaching is done except to the nursing body. 
We have d.fficulty in developing a department for children. 
Our pediatricians tell us they are not needing a hospital 
for children. The city is not so large that it has a tene- 
ment section, and I find that even in the largest hospitals 
the pediatrics department isn’t of any magnitude. If this 
is the stage at which we have arrived, how can we ask 
our pediatricians to come in and take charge of our 
nurseries ? 

Doctor: Many times nurses have failed to discover 
things, and the baby has gone home with deformities never 
seen. In my lectures to nurses I lay stress on the reasons 
for their not discovering such weaknesses. In my rounds 
I have watched these nurses, seen them give the children 
a little rub and dip, and slip the clothes on, never exam 
ining the baby in the process of cleansing. They are put 
through like Fords without any individual consideration. 
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Doctor: It is the duty of every man doing obstetrics, 
after taking care of the mother, to make a complete 
examination of the baby to find if there are any defects. 
He is directly responsible, I think, for any defects found 
afterward. 

Doctor: The child doesn’t leave the maternity room 
until it has been looked over by the obstetrician, when 
it goes to the nursery or baby ward. The obstetrician 
has the immediate responsibility. Once the baby has been 
turned over to the nurse it becomes the direct charge of 
the pediatrician. 

Doctor: The doctor should mark the baby before it 
leaves the obstetrical room. He is responsible that it be 
returned to its own mother, The marking of the baby, as 
well as the examination, is very important. 

Doctor: It seems to me that this problem would have 
to be guided according as the case is in a private or public 
hospital. In a private institution the responsibility is 
placed on the man in charge to take care of both the 
mother and the baby. In the public hospital the care of 
the child is transferred to the pediatrician. In private 
hospitals other things are to be considered. 

Doctor: Dr. Black said the child is turned over to 
the pediatrician right after delivery. Was that in a pri- 
vate or public hospital? I wonder if this scheme really 
works out when the mother looks to her physician to 
carry her through her trials, and the baby through any 
difficulties. 

Doctor: What is done about circumcision in the case 
of a Jewish child? Children do occasionally die, and we 
don’t like to interfere in any way with religious ideas. 

Doctor: The Sisters in our hospital permit them to 
make the circumcision. 

Doctor: Our Sisters also give this permission. 

Dr. Black: Do all hospitals need baby wards? From 
the standpoint of the large city, yes, From the viewpoint 
of the child the hospital is not the best. But all homes 
are not intelligent and can’t afford intelligent nurses. 
Many babies need hospitalization, and I can’t imagine a 
city of any size without,such facilities. The hospital ex- 
pects the pediatrician to carry the entire burden himself, 
but he needs special nurses just as the surgeon does. He 
needs them for several reasons. All nurses can’t take 
sare of children, and sometimes a trained nurse can’t meet 
members of the family without antagonizing them. If 
any hospital will put in a trained nurse and pick her care- 


PROGRESS 403 


fully so they really have some one who loves children, 
that ward can be as important as any other. Plenty of 
Sisters are natural born mothers by their natural attri- 
butes and instinct, and their influence is a wonderful good. 
You yourself must make your children’s nurse a selective 
nurse who applies because she is fond of children. Half 
the nurses don’t want a baby case because they don’t know 
anything about it. 

July 15 I started a 50 bed children’s hospital because 
I saw a big need for it, and there were women kind enough 
to say I could spend $30,000 a year. I am taking from 
poor homes heart cases from four to ten years, which if 
they stayed in their homes wouldn’t amount to anything 
by the time they are eighteen. I have fourteen children 
now, and of these I have had an average gain of five 
pounds in one month—on just one elementary subject, 
chronic hearts in children, In smaller cities many heart 
cases should be hospitalized. These children are up four 
hours a day and the rest of the time they are in bed. 

The babies in a hospital are only a by-product. They 
can’t get away from you and the nurse looks after them. 
The obstetrician wouldn’t treat the mother that way. The 
obstetrician doesn’t want this care of the baby. He won’t 
be educated to it. But the pediatrician will. The mother 
needn’t know, unless the doctor wants to tell her, just what 
the process I think every pediatrician is willing to 
assume the responsibility in the nursery and to do what 
can be done. It is only a question of what is the best 
thing for the tot that can’t holler and make you sit up 
and take notice. Men may be perfectly competent to make 
a diagnosis but they don’t always do it. 

I can give a record of twenty babies who have been 
killed by circumcision, I don’t believe one-tenth of those 
done are needed. When I say twenty deaths I don’t mean 
on the operating table, but from loss of blood and from 
shock. It’s a daily occurrence to have hemorrhage from 
circumcision. Yet we go on blindly and permit it. 

Dr. Sweetser: From the hospital standpoint, what of 
the religious rites of the Jews? 

Dr. Black: I think you can’t step in on religious rites. 
But I have several times forbidden circumcision. I believe 
they have a law that permits postponement until some 
more opportune time. 

Doctor: I am sure one case of convulsions I know 
of was caused by lack of circumcision. I firmly believe 
oe if the child hadn’t been circumcised he would have 
died. 
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Attitude of the Hospital towards the Ethical 
but Non-competent Surgeon 


H. B. Sweetser, M. D., Chief of Staff, St. Mary’s Hospital, Minneapolis, Minn. 


EFORE reading my paper I would like to explain 
that this subject was assigned to me in my absence, 
so that you may not make the mistake of think- 
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ing that I have made a special study of it and have arrived 
at definite conclusions which I am anxious to present to 


you. This is far from the fact, and I am hopeful that the 
discussion will supply much available information of which 
I am not cognizant. Also I have taken the liberty to 
change the title, for I think the program committee must 
have had in mind the non-competent surgeon rather than 
the non-competent operator, for poor operating is only a 
part of poor surgery. I would like also to eliminate the 
word ethical, for it is difficult to conceive of a surgeon as 
ethical who is so incompetent as to merit a special atti- 
tude on the part of the hospital, if by ethics we mean 
“one’s proper conduct towards his fellow man.” But I 
presume the committee restricts the word to its theological 
meaning, and therefore I have let it stand. 

At first sight the question would appear to demand 
little discussion, as the answer seems so simple. Of course 
incompetency is not to be tolerated in the best interests 
of the patient, and the non-competent surgeon must be 
forced to make himself competent, or must be debarred 
from the privileges of the hospital. Nothing could be 


simpler, and with this answer the discussion might be con- 
But of is understood that the 
committee had a larger idea than merely to put on record 
the academic attitude of hospitals towards incompetency. 
It evidently has wished to develop the method by which 
the hospital may enforce this proper attitude against the 
incompetent surgeon and so protect its patients. The 
solution of this problem is not simple. We may, indeed, 
as the result of our discussion, enunciate certain general 
principles for the guidance of the hospitals, but in the last 
analysis each case will have to be decided on its merits as 
it arises. 

There are several very essential points to the problem 
which have to be determined: First, what constitutes in- 
Secondly, who, in the hospital, shall decide 
Thirdly, who has the 
power to enforce the decisions arrived at? Fourthly, what 
methods may best be employed? 

First, as to what constitutes incompetency. 

It may be stated at once, to forestall unnecessary dis- 
cussion, that there is an incompetency so gross and so 
palpable that there is no problem at all to be solved. Sur- 
geons so grossly incompetent can have no defense, no 
matter how severe the penalty, even to expulsion. For- 
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tunately such grossly incompetent surgeons are seldom met 
with since standardization has become an accom- 
plished fact. But there are many degrees of skill between 
this lowest type and perfection, and where shall one draw 
the line between what is acceptable and what is not? Even 
the most expert may fail on occasion and may justly be 
accounted incompetent in more than one instance. In the 
evolution of any surgical procedure what might be con- 
sidered very high grade surgery at one stage becomes very 
bad surgery at some succeeding stage, and such develop- 
ment may occur over night. Then there are always 
masters and disciples, and shall competency be judged by 
the standard of the masters only? In reading an exhaus- 
tive paper by any of the master surgeons I have always 
been astonished by the knowledge displayed of the pitfalls 
into which an operator may fall, and have often wondered 
where and how this information wes obtained. Was it 
acquired by going up and down the land, searching out the 
incompetent, taking notes of errors in technic, and watch- 
ing the results of such errors? Was it gathered from re- 
ports of cases by men courageous enough to publish their 
mistakes? I think not. Rather I suspect that many such 
papers are largely autobiographies. 

For instance, how have we come to know that hyster- 
ectomies may be complicated by secondary hemorrhages, 
by tears into the bladder, by anuria from injury to the 
ureters, by foreign bodies left in the abdomen, by peri- 
tonitis and sepsis? It is because such things have hap- 
pened, and are happening, and will happen even to the 
most expert and most careful. It is only by recognizing 
one’s mistakes and passing them on as a warning to 
others, that progress may be made. No surgical procedure 
can be said to have a perfect technic, the departure from 
which is an evidence of incompetency. If such a stand 
were to be maintained it would bar all progress. 

On the other hand an acceptable technic alone does 
not gauge a man’s competency. Possibly more important 
is his diagnostic skill. Aside from any ethical considera- 
tion a man’s competency may be justly called into ques- 
tion who repeatedly fails to find the lesion he schedules in 
his pre-operative diagnosis, either through ignorance or 
from failure to use the recognized aids to diagnosis, and 
among these we may include consultations with specialists. 

There is still another point to be considered in judg- 
ing incompetency, in addition to the two already discussed. 
A man may have a very satisfactory technical skill and 
good diagnostic ability and still be a dangerous surgeon 
because of rashness and poor surgical judgment. There 
is a good deal of truth in the old saying, “He is a good 
operator but a poor surgeon.” It is of paramount im- 
portance, in the interests of the patient, to know when to 
operate and when not to, how far to go and when to stop, 
what to do and what not to do; and the judgment exer- 
cised in deciding these matters is reflected in the ultimate 
results of every operator. It is within the experience of 
most of us to know men who are brilliant operators and 
skilled diagnosticians whose results are so bad that we 
would fear to trust our friends to their care. 

From the foregoing it is very apparent that the diff- 
culty in deciding what does and what does not constitute 
incompetency is not slight, and that in the decision good 
judgment must be exercised in order to strike a proper 
balance between conserving the welfare of the patient and 
being just to the surgeon. 

Our second question has to do with who, in the hos- 
pital, shall decide when a surgeon is so incompetent as to 
merit censure or discipline or dismissal. Difficult as it is 
to define what constitutes incompetency, it is equally diffi- 
cult to decide who shall be called upon to pass judgment 


now 
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on the competency of any individual surgeon. There is 
no problem at all in a hospital with a closed staff, the 
members of which are appointed by a board of directors 
and who hold their positions only so long as the board con- 
siders their services of value to the hospital. Under such 
a relationship a board may drop a member of the staff for 
any or no reason as it may see fit. It is different, how- 
ever, in a so-called open hospital, where all the doctors of 
a community are privileged to practice, for the withdrawal 
of such privilege might work a hardship, and a doctor pre- 
sumably has the right to know why he is debarred. In 
such a hospital what group may be assumed to have sufii- 
cient information as to what constitutes incompetency, to 
be able to give a fair decision? Such necessary knowl- 
edge can be possessed only by the doctors, and therefore 
it is only through them that a just and proper decision 
may be made. 

This puts a grave responsibility on the medical group, 
for upon its decision will hang the best interests of the 
patient and the hospital, while at the same time it must 
not unjustly damage the reputation nor interfere with the 
welfare of the surgeon under question. It is not surpris- 
ing that doctors have been very reluctant to assume this 
responsibility, but unless they do, a real standardization 
is impossible. To fulfill this function of maintaining a 
high standard of efficiency requires a high-grade medical 
staff, courageous, high-minded, free from pettiness which 
engenders jealousies, of broad education eliminating nar- 
row vision, and of sane judgment preventing harshness 
and injustice while at the same time conserving the best 
interests of the patient. 

The third question has to do with how a hospital may 
give expression to its attitude towards non-competent sur- 
geons; in other words, who has authority to enforce its 
decisions when made? This has been answered, at least 
for the State of Wisconsin, in an opinion recently handed 
down by its Supreme Court, if I have interpreted it 
rightly. The power resides only in the executive of the 
hospital. The medical staff has only the power of recom- 
mending what action shall be taken, and the executive has 
the right to follow its recommendation or not, as it sees 
fit. 

Assuming now that a member of the staff, whether a 
surgeon or physician, has been adjudged incompetent to a 
greater or lesser degree, after due investigation by the 
medical staff, there then arises for discussion what I con- 
sider the most important phase of this whole question, 
namely, what are the best methods that may be employed 
to enforce the proper attitude of the hospital toward such 
incompetent member? Of course they must be methods 
that will most surely and most promptly conserve the in- 
terests of the patients, but at the same time they must 
not unjustly interfere with the welfare of the individual 
physician, nor bring discord into the activities of the hos- 
pital. This is why I have tried to make clear that there 
are many degrees of incompetency, determinable only by 
knowledge possessed by medical men, and that the men 
selected to pass on cases of incompetency and determine 
methods of procedure should be of the highest type avail- 
able. Evidently the means employed must fit the individ- 
ual case and must lie between efforts at education and ab- 
sclute denial of the privileges of the hospital. Th« 


severest penalty, expulsion, is the easiest to apply, for it 
would only be used in cases of the grossest incompetency 
How lesser degrees are best handled is a very perplexing 
problem, at least we at St. Mary’s have found it so. In 
the early days of standardization Dr. Bowman presented 
a very alluring scheme for educating the members of the 
medical staff and eliminating those impossible of improve- 
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ment. It was to have the members under fire read the 
histories of their poor cases in open staff meetings and 
then listen to the criticisms of their fellow members. In 
practice this method proved very bad, at least with us. 
At St. Mary’s we have adopted in large measure the fol- 
lowing methods: 

1. We have found it best to forestall difficulty by 
keeping out the incompetent from the start. In attempt- 
ing to do this we have divided the doctors of the city into 
groups, the lists of which are available to the admitting 
Sister. Two of these groups include the undesirables and 
the impossibles. The undesirables we do not allow to 


operate except after a consultation with one of the staff 


surgeons. The impossible we exclude altogether. 

2. The medical affairs of the hospital are under the 
supervision of an advisory board of six members, two 
members of which are elected each year by the general 
staff and serve for three years. In this way there are 
always four old members on the board who are familiar 
with the problems likely to arise. We endeavor to have 
elected men of sound judgment and broad vision. In this 
way matters of medical policy do not come up for discus- 
sion and decision at our general staff meetings. 

3. Criticisms and charges of incompetency are dis- 
cussed and decided by the board. Individual cases are 
considered very thoroughly, and nothing is decided hastily. 
The man under fire is given every opportunity to present 
his side. 

4. We allow no operations to take place behind closed 
doors. Often the Sisters in charge inform the members 
of the advisory board that such and such an operator ap- 
parently is not competent, and suggest that members of 
the staff be present at his operations. This alone often 
causes a man to disappear permanently. 

5. We think we have attained the following results: 

a. We have harmony. 

b. We have a minimum of back-biting. 

ce. He have educated many rash men who now are 
more careful not to undertake cases beyond 
their limitations. 

d. Most important of all, we have eliminated 
largely the men who are grossly incompetent. 

Now, after seven or eight years of standardization, 
the various hospitals throughout the country must have 
acquired more or less experience as to methods of dealing 
with their staffs, and a discussion of such experiences with 
the results obtained will give us a much better foundation 
for better methods in the future than any amount of 
theory. I would suggest therefore that a paper written 
with such data as a basis would be of great value in clari- 
fying this very puzzling but very important problem 
toward efficient standardization. 

In conclusion I would summarize as follows: 

1. Incompetency is not to be tolerated. But it must 
be clearly borne in mind that there are many degrees of 
incompetency. Further it must be borne in mind that in- 
competency must be gauged by the ordinary standards 
prevailing at the time and place of the hospital, and that 
what might be judged incompetent in one environment 
would be quite acceptable in another. 

2. Decisions as to incompetence must lie with the 
medical group; but enforcement of these decisions is the 
prerogative of the board of directors, or the trustees, or 
the executive. 

8. The means to be employed for the maintenance of 
a proper attitude towards incompetency must vary with 
the individual case, and must perforce, at present, be left 
to the best judgment of the hospital concerned. 
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4. A hospital with a high grade staff and an execu- 
tive in sympathy with the efforts beirig made to attain a 
high degree of efficiency will find itself less and less con- 
fronted with the problem of incompetent surgeons; a more 
complacent staff and a less sympathetic executive will pos- 
sibly find itself more and more involved in difficulty and 
discord. Eventually all will come to recognize that it does 
not pay to harbor incompetents any more than it does to 
harbor non-ethical men. 


DISCUSSION OF DR. SWEETSER’S PAPER. 
Conducted by Edward Evans, M. D., St. Francis Hospital, 
La Crosse, Wis. 

Dr. James A. Bach, St. Mary’s Hospital, Milwau- 
kee, Wis.: Hospital standardization in particular has 
given rise to this and many similar questions of equal 
importance. Standardization, which at one time was con- 
sidered an impossible undertaking, has thus far proven 
itself a most beneficent success throughout the land. It 
has greatly enhanced the glory of the high calling of the 
medical profession and it has infinitely benefited the hos- 
pitals in their ministrations to the sick to the great ad- 
vantage of the latter. 

The very fact that questions such as form the subject- 
matter of Dr. Sweetser’s paper are brought up here for 
discussion at these conferences and receive wide and inter- 
ested attention, shows the sincerity of the general striving 
for a higher plane in medical and hospital activities. 

Dr. Sweetser has presented a most valuable paper 
through which he calls attention to the great need of our 
hospital management in the protection of its patients 
against incompetence, with special reference to the sur- 
gical department. In his introduction he very properly 
draws attention to the differentiation between an operator 
or surgical technician and a true surgeon. We all well 
know the profession has too many operators but far too 
few surgeons. The mere operator with all his technique 
may be a very incompetent surgeon, while it goes without 
saying, a good surgeon ought to also be a good operator. 
Without surgical judgment a good operator may become 
a menace to the reputation of a hospital, as well as a 
danger to the patients he operates. Unnecessary opera- 
tions are altogether too frequent, and the incompetence 
which leads to these must be sought and corrected in so far 
as possible. There is a movement on foot at this time 
by the College of Surgeons, which would require of an 
operator at least a five-year apprenticeship as assistant 
to a recognized surgeon before he is admitted to the prac- 
tice of general surgery. This is a move in the right 
direction and if it can be enforced, would soon solve the 
difficult question under discussion. 

The lure of the dollar has driven many into surgical 
fields when unprepared to meet surgical requirements. 
Such as these are doubly vicious. In the first place they 
are not true surgeons, and in the second place such men 
operate all cases that they can induce, quite disregarding 
the fact that such operations are unnecessary. Among 
such men we find the chronic remover of turbinal bodies 
of the nose, the unnecessary tonsil, or, unnecessary hyster- 
ectomies and ovariectomies, etc. 

These men must be found and weeded out courage- 
ously, without fear or favor. 

The doctor in his paper has pointed out the various 
grades of incompetency and has shown the difficulty of 
their classification. What may be an incompetence in 
some places and times may not be quite that at other 
places and at other times. Here, indeed, a spirit of rea- 
sonable tolerance must be shown. The general standards 
of the surgical work done at a given hospital must, in a 
measure, help to determine competence as well as incom- 
petence. Who is to determine the competence or incom- 
petence of the members of a staff? This, as the doctor 
points out, is an easy matter in the closed staff and easily 
corrected. The members of a closed staff are generally 
selected for their well-known competency, and if, per- 
chance, an incompetent should appear, he could easily be 
located and dealt with. 

In the open staff, however, the question presents some 
difficulty. The practice at St. Mary’s Hospital in this 
regard has shown a splendid working basis. St. Mary’s 
has an open staff and yet is under as good control as a 
closed staff, in that St. Mary’s staff consists of an attend- 
ing staff and a visiting staff. The attending staff controls 
the policy of the hospital and all others in the visiting 
staff are under the supervision of the attending staff. 
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The attending staff, however, established a ruling that 
no outside surgeon may operate unless well known to the 
surgical section of the attending staff to be competent. 
If he is not thus known, then in that case he is only allowed 
to operate in the immediate presence of one or more of 
the surgical members of the attending staff until such 
time as the new member has either established his com- 
petency or incompetency. 

In this manner St. Mary’s Hospital has followed a 
workable plan and no trouble is experienced. In this con- 
nection the monthly meetings and reviews of cases have 
proven a valuable deterrent to incompetency. By thus 
forcing the surgical work to open discussion and frequent 
review, much has been accomplished. If incompetency of 
a sufficient degree be shown by any member, the executive 
committee, together with the hospital authority, dismisses 
such member from surgical work. 

Some such methods can be pursued with good results, 
and as time goes on incompetent men will gradually drop 
out, as they cannot easily bear the light of publicity and 
open discussion. With hospital standardization fully estab- 
lished and functioning in every cepartment under the 
scrutiny of the executive committee or other authority, 
there is naturally produced an atmosphere of general co- 
operative helpfulness and interest, and the psychology of 
such a situation will gradually tend to smother the brazen 
incompetency so often manifest in the past. With a co- 
operative interest fully established in a good hospital, 
incompetency will subside as surely as snow subsides in 
the light and warmth of advancing sun in Springtime. 

Dr. Clifford Collins, St. Francis Hospital, Peoria, IIl.: 
This problem comes up in varying degrees in every hos- 
pital. Concerning men who make application to operate 
in the hospital we have felt that perhaps the surgeons 
should not judge of their competency because of the pos- 
sibility of human nature interfering with fair judgment. 
So it was suggested that the medical men judge. They 
are capable of doing this and the competent man making 
application won’t flinch from this test. I am fully in 
sympathy with what Dr. Sweetser said on this point. 
Under this arrangement there can be no suspicion of 
jealousy. But for the men who are already practicing 
in the hospital I rather think the minimum requirements 
of the Catholic Hospital Association will gradually work 
this out, 

We have had little trouble with regard to records. 
Any member of the staff who fails to comply with the 
requirements that have been adopted by the staff, after 
proper notification by the staff or committee, will be dis- 
continued from membership. If this is adopted as part of 
the hospital constitution it will work out automatically. 

Dr. Edmund Zimmerer, Lincoln, Nebr.: It frequently 
happens that men who are competent and ethical and have 
the bulk of surgery are rather slow in adopting regula- 
tions. On the other hand, a great many less competent 
are very precise in doing all that is required. I would 
like to ask whether a man who is dropped from the staff 
should have a hearing before the executive board, and 
whether he has, as a member, any legal rights. Must a 
doctor have such a hearing and know the charges against 
him and who made them? I would also like to know 
whether men who do not do very skilful work should 
operate under supervision, and whether they must have 
consultation before operating. What procedure is there 
for getting on the staff, how long should the period of 
probation be, and just what should the new man go 
through ? 

Dr. H. T. Sutton, Chief Surgeon, Good Samaritan 
Hospital, Zanesville, Ohio: I think if we follow the 
methods of St. Mary’s Hospital in Minneapolis we will be 
all right. 

Dr. Henry Schmitz, Mercy Hospital, Chicago, IIL: 
The solution at our hospital has been the grouping of the 
staff into three divisions: First, those who can perform 
all surgery; secondly, those who can perform an operation 
in the presence of a Group One man; and thirdly, those 
who cannot operate unless a Group One man assists. The 
executive board grouped the men and organized the sur- 
gical staff with as many divisions as there were Group 
One men. Group Two men were allowed to select their 
divisions, and next each group selected its operating room. 
It followed that the seniors of Group One felt responsible 
to educate the younger men to a higher efficiency without 
any remuneration at all. 

Outside men have to give references and a Group One 
man is invited and requested to be present at the opera- 
tion. If he is not competent, permission to operate is not 
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extended. Unless we educate incompetent surgery we 
won’t eradicate poor surgery by simple dismissal from the 
staff. 

Father Moulinier: The medical school does not turn 
out surgeons. The state license doesn’t make a surgeon. 
The state can’t assume the responsibility for competent 
or incompetent surgery. A diploma represents only a 
fundamentally good preparation. 

The whole movement on the part of the College of 
Surgeons is working out in the spirit of the staff. Hos- 
pitals have the moral and legal right of exclusion and of 
insistence on graduation. The spirit of the American 
College of Surgeons is to make the surgeon get the right 
training under supervision. Hence the insistence on in- 
ternship in the hope that the green product may get some 
ripening. It is up to the profession to hinder through 
the staffs, incompetent surgeons and crude, unsupervised 
practice on human beings. Anything else is against the 
spirit of the medical profession. The whole movement is 
a protection to the public against the unscrupulous. More- 
over it has done a tremendous amount of good. You all 
know how much more you are thinking of the incompetent 
man. 

I congratulate Dr. Sweetser on the viewpoint he has 
brought out. We need a few high-minded, unselfish, fear- 
less men in each hospital to take the responsibility of 
decision, as an organized group, and the Sisters will back 
you up 99 cases out of 100, It is where medical men are 
careless that we haven’t the right condition. 

This is a problem for the profession. We can’t expect 
the schools to turn out a finished product. It is an art 
that comes by practice, and the practice must be under 
the proper supervision. 

Doctor: One of the Indianapolis hospitals has a law 
suit against it for the exclusion of one staff member. 

Father Moulinier: If any court will not defend an 
institution which excludes an incompetent man I don’t 
know what will become of the country. Don’t exclude a 
man until you have all the facts to back you up. But 
public opinion won’t stand back of a decision forcing upon 
them a man who is a danger to the patient. 

Dr. Evans: The Supreme Court of Wisconsin has 
decreed that the board of trustees of any hospital has the 
perfect right, legal and otherwise, to say who shall and 
who shall not practice there, regardless of competency. I 
think it is the most important legal decision made in re- 
gard to hospitals in a long time. It will undoubtedly have 
an enormous weight with the decisions in other states. 

Father Moulinier: It is likely that the decision was 
made on the ground that the hospital is private property 
and a private organization. 

Doctor: With regard to incompetency in the staff, 
we have a so-called courtesy staff. Members are admitted 
for a temporary appointment and the time element takes 
care of the rest. 

Dr. Sweetser: I have found on inquiring as to who 
is bearing the expense of the litigation that the doctors 
have raised a fund to defend their case. Our attorney 
has informed us that the individual members of a staff 
who recommend taking away privileges from any doctor 
may be sued individually. A case like this should be 
carried to the last word of the Supreme Court of any 
State or of the United States. It has occurred to me that 
a decision in one case will settle the matter. Perhaps if a 
sinking fund were raised for this purpose it would make 
a large fund through which to carry the matter to a final 
decision and we could all know where we stand, that we 
may purge ourselves of incompetency without inflicting 
any unnecessary injury upon members of the staff. I 
think each of us should take back to his hospital the idea 
of the importance to all of us that this be settled if we 
are to maintain a high degree of efficiency. 

Father Moulinier: I suggest that we hear from the 
head of the American College of Surgeons. 

Dr. Franklin H. Martin, Director General, American 
College of Surgeons: First, I want to express my appre- 
ciation in being invited to come here to this meeting, and 
my appreciation of the work of the Catholic Hospital! 
Association, 

It seems to me that the Catholic Hospital Association 
is doing what is done in all great organizations now in 
the direction of looking after the by-products of the work 
of the organization. Probably you don’t know that the 
by-products of the great packing companies really give 
the profit to these organizations. I believe that discus- 


sions like this may be considered a by-product which ii 
seems to me brings out the profit that accrues to our 
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profession. We are discussing details down to the last 
—. and that by-product is bringing us things worth 
while. 

This question of regulating the staff of a hospital 
comes to my desk almost every day. While the American 
College of Surgeons is interested in hospitals because it 
desires the proper environment for its work, the American 
College of Surgeons is extremely anxious to leave the 
matter of hospital management to the Catholic Hospital 
Association, which has jurisdiction over more than 50 per 
cent of the hospitals in the United States and Canada. 
And this question comes before the American College of 
Surgeons because the American College cf Surgeons has 
been interested in the standardization of hospitals. 

How are we going to regulate the competency of our 
staffs? I believe one way is by increasing the efficiency 
of hospital staff meetings; by making them real meetings 
in which the work of the hospital is discussed instead of 
mere small clinical discussions. If each hospital in the 
United States and Canada had true staff meetings in 
which cases at the hospital during the previous month 
were discussed, and where the man whose case was under 
discussion would defend his course, we would soon elimi- 
nate the undesirable man because of his poor showing. 

I cannot forget a staff meeting of one of the great 
clinics of the country, such as they hold each week. It 
began with a pathological report. There had been twelve 
deaths in the clinic that week and the first case up, of 
which the pathologist had made a post-mortem, with the 
specimen before him, was the patient of the chief of the 
surgical staff. This chief had to get up and explain why 
that patient had died, The next was a case of the second 
in command, and he had to explain before 300 of his 
confreres how he probably could have saved the case in 
the light of the post-mortem. One case was admitted to 
have died because of a rule that a medical man could not 
operate. Now that occurs in one of the greatest clinics 
of the world. If the same true kind of staff meeting were 
held once a month in every hospital and every man de- 
fended his deaths in post-mortems, the incompetent man 
would soon eliminate himself. 

One of the great Texas hospitals appoints its staff 
for a year, and there are certain definite rules that a 
member of the staff must agree to before he can sign up 
for another year. In violation of any one of these rules 
he automatically eliminates himself. This will not elimi- 
nate the crook, the man who defies you and who is dis- 
honest. You can only reject him through a criminal 
process. And as to suggestion in that direction, I have 
always advised authorities to consult not the surgeon but 
the attorney. 

Dr. Sweetser: Dr. Martin says they will eliminate 
themselves, but they don’t. And what are we to do? 
When we put them out they bring suit for damages. 
Then what do we do? If they will not go out, what course 
are we to follow? They are willing to reform, but there 
are some you can’t educate, and that is the problem. 

Dr. Howard Hill, St. Joseph Hospital, Kansas City, 
It is very difficult to prevent the incompetent doctor 
How are we 


Mo.: 
from performing incompetent operations. 
going to meet that situation? 

Dr. Schmitz: The very men we didn’t care to have 
were the ones who eliminated themselves as a result of 
our grouping process. No man as a Group Three indi- 
vidual could under any circumstances serve alone, and 
the very men who killed patients on the table were the 
ones who left of their own accord. I believe if you would 
bring this plan to trial you would have excellent results. 
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Doctor: When our mortality cases are discussed in 
open staff meeting the men who had the cases never come. 

Father Moulinier: They should be notified that their 
case is up for discussion and that on this will depend their 
status in the hospital. 

Dr. Evans: According to the decision of the Supreme 
Court of Wisconsin the hospital doesn’t have to bring any 
charges. 

Doctor: But the doctor can sue for damages to his 
reputation and income. As regards the open discussions 
Dr. Martin speaks of, we have tried it and experienced 
considerable discord. 

Along this line, our Mother Superior has asked for 
help in the solution of several problems. What should be 
the hospital's attitude in cases of incomplete abortion 
apparently requiring a curettage, and in which the 
doctor repeatedly shields the patient in that the his- 
tory in question is incompatible with what the patient 
herself reveals to the nurse? If the value of case his- 
tories is to be based on their verity, upon whom does it 
devolve to call in question the doctor’s version of the 
case? If the doctor falsifies his case history, is it for 
the record committee to bring this to his attention or 
should it be left to the Sister in charge of the record 
room ? 

Father Moulinier: The committee should do this. The 
doctor has a sacred duty to protect the reputation of his 
patient and he need never permit the private record to be 
known to any but the record keeper or some one respon- 
sible or in authority. The record should be scientifically 
complete and true. 

Doctor: If that private record were made and at- 
tached to the patient’s record, and if the patient should 
return to the hospital in the hands of another doctor, the 
record would be attached. 

Father Moulinier: It must be filed as a secret record. 
Several hospitals have those. 

Dr. Sweetser: If I got a private communication of 
this kind I would protect the patient every time. 

Doctor: Here is another problem. When the clinical 
diagnosis does not agree with the pathological, and the 
surgeon maintains his viewpoint in spite of laboratory 
findings, to whom should precedence be granted? 

Doctor: That goes down as a disagreement in diag- 
nosis. There can be no hard and fast rule as to precedence. 

Doctor: The third problem is this. When the patho- 
logical diagnoses become so meager that in numerous 
cases of clinically diagnosed appendicitis and even in cases 
of oophoritis and salpingitis it is impossible for the 
pathologist to form a diagnosis because no pathology is 
present, is the hospital justified in taking any decisive 
steps in this matter, and what course would it be wise 
to take? 

Father Moulinier: That depends on whether or not 
it happens in the instance of more than one good man. 
A really competent, ethical, even religious, man, may dis- 
agree in his preoperative diagnosis with the laboratory 
findings. 

Doctor: 
to some prominent pathologist at 
findings ? 

Doctor: I think all you need for the third question 
is a matter of counsel in internal meetings. Ask for 
counsel, Get a recognized, competent pathologist’s opinion 
on a few matters and the weight of evidence will decide. 
You can ask him to do that operation elsewhere if neces- 
sary. I believe a little added evidence on the pathological 
side will help settle the question. 


Does your laboratory man send his findings 
times to verify his 


Efficient Laboratory Service for our Hospitals 


A. J. Bruecken, M. D., Laboratory, St. Francis Hospital, Pittsburgh, Pa. 


Each year as the laboratory is given more and more 
attention and encouragement there is seen steady progress 
in all the fields which it serves, and much of this is due to 
improvement in laboratory work and service resulting in 
a corresponding improvement in clinical work. Satis- 
factory laboratory service does not merely consist in 
furnishing a room or building with equipment and per- 
sonnel, although these are, of course, absolutely necessary ; 
there is also required adequate work,.clinical cooperation, 
and clinical and laboratory consultation. 


Pathological laboratories may be designated as pri- 
vate, hospital, teaching, or research institutions, differing 
somewhat according to their main purpose. In this paper 
we will consider only the hospital laboratory. 

; The Work of the Laboratory. 

Granting a proper personnel and equipment, the work 
of the laboratory may be considered under three headings, 
namely, the type of work, the rapidity of the work, and 
the rapidity of report to the clinician. The type of work 
is governed by the demand and the chief of the laboratory 
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who should have a medical education. The routine pro- 
cedures of the medica] laboratory, with few exceptions, 
are far from monotonous to those truly interested, since 
each test and move seems susceptible of modification or 
improvement and thus in itself constitutes a real fascina- 
tion. Herein lies the great danger of seemingly fruitless 
experiment interfering with the cut and dried system 
that should lead to unformity of result. But any one with 
even a moderate laboratory experience must fully realize 
that this is not so if care be observed to properly control 
each new step. That it will influence the uniformity of 
result of the given test seems certain—but eventually it 
can lead only te improvement. In the more complicated 
tests a theoretical and even real betterment in one place 
We can then always 
principles under 
Perhaps it 


may lead to an unreliable end result. 
have recourse to those conditions or 
which the test was first evolved and developed. 
will be found then that these are not thoroughly under- 
stood or basie. 

In repeated quantitative tests from the same patient 
unvarying technic is indispensable but by no means always 
attainable. And it is only through this constantly open 
attitude of ever improving and simplifying, that a uni- 
form technie ean finally be achieved for that worker. 
There will still exist enough variable factors to baffle him 
and keep his interest, and if his brain has not become too 
set he may finally change his method when he least ex- 
pects to do so. Until that time he will at least have had 
uniformity, so essential for reliable laboratory work. 

How often will strict conformity to written diree- 
tions lead to unsatisfactory results! Doubtless many 
times the author himself is not fully conversant with the 
details and pitfalls and leaves it to those who follow for 
further elucidation. Consequently the successful adop- 
tion of a new test or method involves an absolutely iden- 
tical technic to that of the inventor. Repetition of un- 
satisfactory tests is always indicated though it will often 
fail to explain the difficulty in spite of a possible favor- 
able outcome. This results from the fact that we are 
dealing with highly complex organic matter which in the 
interval between the first and repeated tests may have 
undergone “favorable,” “unfavorable,” or no alteration. 
The more we realize our limitations and make the best of 
it by constant application, and on the other hand, like 
the originator of the method, determine to make the test 
of real use or replace it, the sooner will the desired result 
manifest itself. No innovation should be inserted merely 
because of its recommendation by a “good man”; his work- 
ing conditions may be somewhat different. It must be 
fully appreciated that routine laboratory work calls for 
established tests and methods usually not discovered by 
ourselves—and it is sometimes more difficult to follow 
than to lead. The endeavor should be to improve on the 
leader after his lesson has been mastered. 

Many times this method of working is interrupted 
by a demand for the report, which should never be neces- 
sary but at times is unavoidable. Under such cireum- 
stances it is necessary to explain the delay and make no 
report whatever until the work is satisfactory. Considera- 
tion of an old motto “Patient first” impresses the import- 
ance of accuracy and speed of report. <A finding is of no 
value for the patient unless the clinician can make use 
of it. Probably the best system of reporting for the hos- 
pital laboratory is the entering at once of the results of 
the tests on the patients’ charts with a preliminary per- 
sonal report in such cases as pneumococcus typing, blood 
cultures, throat cultures, ete. The personal report should 
be made to the intern on the service or in his absence to 
the nurse in charge of the floor. It is perhaps wisest to 
report outside ‘cases personally to the physician himself 
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and not to his relatives or non-medical help, to be followed 
by a mailed report later. 

The laboratory cannot take it upon itself to limit the 
amount of work requested, although it reserves the right 
to do so. If inordinate demands are made they should be 
fulfilled as nearly as possible, while a conference with 
the “offending” clinical department on the part of the 
laboratory chief is indicated before any appeal to the staff 
or superintendent. The laboratory work can then be ad- 
justed but never at the sacrifice of other necessary work 
or personnel. There are many minor details in the work 
of the pathological laboratory which can be postponed or 


eliminated temporarily until the crisis is over. In the 
ease of a clinician, having done or been shown a test 


apparently superior to the one being done by the labora- 
tory, who desires a substitution or modification of the 
regular test, it is necessary to proceed cautiously unless 
the laboratory can from experience rule out the proposed 
test as inferior. If any doubt arises, the opinion of the 
laboratory chief must prevail after thorough, open deliber- 
ation with the champion of the “new” method, preferably 
in the presence of other clinicians. 

The clinician shall not direct the work of the labora- 
tory unless he happens to be appointed director. A labora- 
tory committee of picked staff clinicians may be of great 
assistance or great detriment. Too often the latter is true 
and the committee forgets its limitations and function. 
A laboratory committee is certainly unnecessary if there 
exists a true spirit of clinical cooperation with the labora- 
tory. A temporary committee can be appointed at any 
time by the staff. It is assumed, of that the 
director of the laboratory is the pathologist and a physi- 
cian with a staff position. The laboratory committee, 
if permanent, should act in a purely advisory capacity and 
it should assume absolutely no direction of the labora- 


course, 


tory work unless empowered provisionally to do so. 


Clinical Cooperation. 

Clinical cooperation with the hospital laboratory is 
prerequisite to its success. The laboratory service can 
be called into consultation in precisely the same manner 
as any other hospital service, even to the formality of 
using the consultation request sheets adopted in some 
hospitals. Every laboratory supplies requisition slips, 
often with the notice on them that unless properly filled 
in no examination or report will be made. Nevertheless 
in the vast majority of requisitions the data supplied by 
the intern might as well have been written on the speci- 
men container itself as it sometimes consists merely of 
the name of the patient, without even the very important 
hospital number. This condition arises as a direct result 
of the laxity of the clinician in charge of the service. 
Confusion of specimens actually occurs in large clinics 
and if fortunately detected demands repetition of the 
work, when that is possible. 

The clinician must realize that although the labora- 
tory is part of the institution, unless it is represented at 
cases it may as well be removed miles away if requisitions 
do not substitute. As an example it is only necessary t 
refer to the importance of indicating tersely in the requi- 
sition what is found at the time of operation. The labora- 
tory receives the specimen after removal but has not had 
the opportunity of studying it in its topographical rela 
tions. It is no wonder, therefore, that an intelligen 
examination may not be made. In the selection of tissu: 
blocks for microscopical study, those fine adhesions see 
by the surgeon, for instance, binding the appendix « 
ovary, may appear as mere bloodstains or operative traum 
and can easily be overlooked. Clinicians must allow thei 
interns sufficient opportunity to properly make a labora 
tory requisition. 














The simple laboratory tests such as urinalysis and the 
collection of blood for Wassermann, Widal, ete., are best 
done by the intern on the clinical service. In fact, it 
would be ideal if he could follow through and perform 
every necessary laboratory procedure indicated in each 
case in his service. But this is no more possible than the 
assumption by any clinician of all special work in all 
of his cases. When the intern gets his laboratory service, 
opportunity to make the tests with careful supervision 
will present itself. Nurses should all of their 
laboratory instruction and practical work directly in the 
laboratory. 


receive 


To the nurses falls the lot of supplying culture tubes, 
specimen tubes, clean needles, and containers prepared 
in the laboratory, and returning them with proper requisi- 
tions made out by the intern, not by themselves. 

One of the most important functions of the hospital 
laboratory is the making of post-mortems. It is import- 
ant for several reasons but mainly for the education of 
the clinician who has spent time and energy in diagnosing 
and caring for the case. He cannot reasonably afford to 
miss seeing it or at least inquiring closely as to what was 
found and what was not found. While it at times 
impossible for the clinician in charge to attend the post- 
mortem, every one else, and especially the intern con- 
nected with the case, should be present. The best plan 
would require the intern to assist at the post-mortem if 
it did not interfere with his clinical work. As an alter- 
native, the rule that no post-mortem shall be performed 
without the laboratory or other intern participating, is an 
excellent one to enforce. 


is 


At times there appears to be a tendency on the part 
of the interns, singly or collectively, to refrain from secur- 
ing post-mortems, often for the very poor reason that they 
must assist in what they consider disagreeable work. This 
can only be prevented by cooperation of the chief of the 
clinical service, the hospital office, and the laboratory; 
the former two by encouragement and stimulation of in- 
terest and rivalry for the number of post-mortems secured 
by each one, and the latter by making the work pleasant 
and really profitable. Most interns loathe to act 
stenographers, and it is best to relieve them of this if 
possible. It is no longer a shocking sight to see a timid 
stenographer taking dictation in an autopsy room. 


as 


Clinical and Laboratory Consultation. 


No matter how independent and precise laboratory 
work may appear to be when compared to the clinical, the 
fact remains that clinical observation is sometimes the 
better for diagnosis and for the patient. Not infrequently 
pathological work must be governed by clinical findings, 
though it must be conceded that in the vast majority of 
cases it is independent. The necessity for clinical con- 
sultation in arriving at a diagnosis in certain instances is 
thus emphasized and is evident in all departments of lab- 
oratory work. Examples of this are seen constantly in 
the many lesions found pathologically which have no 
evident clinical importance. In this connection it must 
be carefully borne in mind that the laboratory can report 
mly what it finds and must leave the interpretation to the 
clinician unless the latter finds it necessary to seek labora- 
tory consultation. An inconsistent laboratory finding can 
often be greatly clarified in this way, when otherwise it 
may lead to very serious errors. Lack of laboratory con- 
firmation of a careful clinical opinion needs explanation 
which can often be secured by a frank, earnest discussion 
on the part of clinician and pathologist. From this will 
arise what should arise, namely, advancement in our 
knowledge of medicine and efficient laboratory service for 
our hospitals. 
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DISCUSSION OF DR. BRUECKEN’S PAPER. 
Conducted by H. T. Sutton, M. D., Chief Surgeon, Good 
Samaritan Hospital, Zanesville, Ohio. 

Dr. E. L. Tharinger, St, Joseph’s Hospital, Mil- 
waukee, Wis.: Dr. Bruecken’s paper has certainly opened 
up a wonderful field for discussion. I find in most in- 
stances that when the laboratory gives a report to the 
physician the physician takes it as a matter of fact. For 
example, you make your diagnosis of, say, an inflamma- 
tory condition of some tissue. The physician accepts the 
report as being exactly what it shows. This report has 
no more value than the diagnosis of the clinician. You 
can’t accept the clinician’s diagnosis as any more than 
an opinion, and the laboratory report is never more than 
an opinion. It should not be accepted as a fact. I think 
this is one thing that often leads to erroneous diagnoses, 
and thus to difficulties. The physician puts more faith in 
that report than the pathologist who wrote it, 

The question of tissues and the cutting of proper 
sections in a pathological specimen is a very difficult 


matter. One can see very well what the pathology ap- 
pears to be while the specimen is in its position. But 
once removed, it looks entirely different. And so it is 


a good thing for the physician to spend a little more time 
in the laboratory with the pathologist. If he does this 
every day, or every other day, he can explain things bet- 
ter than he can by writing, especially in view of certain 
blanks made out for laboratory reports, which don’t allow 
of any description. 

As for limiting the amount of laboratory work, I 
think this can’t be done. As soon as we try to limit it, 
we are going to get into trouble. The criticism will im- 
mediately come back that we are not trying to do all we 
can. We know, in a good many instances, that the test 
is not of value but the physician doesn’t know it, and 
there are conflicting results. As a matter of fact he may 
be right in many cases, so we must try to be as broad- 
minded as possible. Hundreds of problems of this nature 
come up in the laboratory and the best policy we can fol- 
low is to do everything that is asked as best we can, and 
give our reports without regard to what we think about 
the case. Technicians sometimes avoid reporting because 
they think differently. But the report of a test is simply 
what the test shows. It is not a personal opinion. If 
the result is positive, even though we don’t believe it is 
positive, we must report it as such. Otherwise we might 
as well give a personal opinion in the beginning and 
eliminate the test. 

Dr. E. F. Barta, St. Mary’s Hospital, Milwaukee, 
Wis.: I think the field has been well covered. The labor- 
atory is not primarily a place of diagnosis. When we are 
up against a difficult case we don’t pass it on to the 
laboratory. A good history and a good physical examina- 
tion come first. The laboratory is only a link in the 
chain. Secondly, let requests be made for examinations 
of specimens, and thirdly, let the technician be not asked 
for an opinion. Often the physician asks the technician 
what she thinks the differential count means. A clinical 
diagnosis is very important before going to the labora- 
tory. Dr. Bruecken’s paver is very good and has brought 
out manv important points. 

Doctor: It is so seldom we men of the laboratory get 
a hearing. I think we should take advantage of this oppor- 
tunity. The laboratory, like the diet kitchen, is an im- 
portant part of the hospital that is not appreciated. We 
have laboratories and many of the doctors don’t know 
how to use them. 

The question came up as to whether the clinician’s 
or the laboratory report should be taken. Either may 
be right, and there is no reason why there couldn’t be a 
difference of opinion. 

I believe the laboratory man is not given his right 
place on the staff. The only way in which we get in touch 
with the laboratory often is merely through requisitions 
and reports. As a laboratory man, I appreciate the op- 
portunity to go into the operating room, and I like the 
physician to come to the laboratory. I believe, in some 
ways, too much is expected of the laboratory technician. 
And on the other hand, there isn’t enough cooperation. 
We shouldn’t expect magical results, but we should coop- 
erate and talk over a case. The laboratory man may be 
able to help you. More often you will be able to help him, 

Dr. Allan Craig, Chicago, Assistant Director of the 
American College of Surgeons: A problem before the 
Laboratory Committee of the American College of Sur- 
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geons concerns laboratory service for small hospitals un- 
der 50 beds which can’t afford a full-time laboratory man. 
What is the best means of giving the right kind of labora- 
tory service to such an institution? Should there be 
trained men to take whole groups of small hospitals under 
their care, or what should be done? 

Doctor: I am particularly glad to have these labora- 
tory men push upon us the fact that we must not take 
their report as a diagnosis. Take a gastro-intestinal case, 
for instance. In my judgment, in coming to a conclusion, 
diagnostically speaking, the thing of first importance is 
the story of the case. Of secondary importance is what 
the clinician finds. After that we must consider what 
we get from the x-ray laboratory, and finally from the 
clinical laboratory. You have heard them say they like 
to know something about the clinical findings; that they 
even like to follow the physician to the operating room. 
Herein lies one of the benefits of group practice. I think 
I see coming, in the properly standardized hospital, what 
amounts to group practice. There is through this process 
the possibility of much closer association, and right here 
is something of an answer to Dr. Craig’s problem. If the 
standardization program can be pushed to the point where 
something approaching group association can exist in the 
staff, it will work out to the better advantage of the pa- 
tient. I believe I see a solution in the Catholic hospitals, 
since technicians are to be trained. Reports made by a 
trained technician are valuable, and their value increases 
materially if the work is properly supervised. If it were 
possible to have a trained expert, that might be one way 
out of the difficulty. Another way is to select from the 
staff the man whose knowledge is most expert in that line. 

Doctor: The requirements for equipping a labora- 
tory in a small hospital are some of the first things that 
ought to be standardized. Frequently we find elaborate, 
expensive apparatus with no one adequately trained in its 
use. A laboratory doesn’t consist in this. Tests of real 
value can be carried out with comparatively simple appar- 
atus and I think hospitals should be educated away from 
the extravagant, mechanical museum idea. They should 
know that efficient and necessary laboratory service for a 
small hospital can be carried on with comparatively inex- 
pensive equipment. 

Doctor: The question is whether we want a labora- 
tery or real laboratory service. Competent interpretation 
is the thing, and I don’t think we always get the same in- 
terpretation when the hospital to which a specimen is sent 
is too far distant. I do believe one man could efficiently 
take care of two or three hospitals. 

Doctor Sweetser: The degree of modesty which the 
pathologists have here displayed is remarkable to me. 
They say they can’t give a positive diagnosis, not of a 
disease; that isn’t what I want. It isn’t what a surgeon 
expects. Surely they can give us a leukocyte count and 
they can tell us positively whether the patient has a five, 
ten, fifteen or twenty thousand leukocyte count. When 
we operate for an internal tumor of the breast and have 
the pathologist there, if he immediately takes the speci- 
men and makes a frozen section, in most cases he can tell 
whether there is carcinoma there or not, and the physi- 
cian must depend on that. There is no way out of it. 

We look to the laboratory for a diagnosis, not of dis- 
ease, but of the physical condition, as I understand it. We 
are not asking the pathologist to make a clinical diag- 
nosis, but a report on which we can justly act. If the 
pathologist reports albumen in the urine, or sugar, it is 
a positive statement of fact we have to follow, as far as 
I can see. 

Doctor: About the service to the small hospital. In 
a large city where there are a number of small hospitals 
that don’t feel they can have a pathologist through the 
day, there are usually a number of pathologists who can 
go to them for a short time daily. 

The problem is in the small city where there is no 
pathologist. At the present time I am giving such serv- 
ice to one hospital 40 miles out, and another 60 miles 
away. They have trained their technicians to do the usual 
things in the laboratory and they can send the tissues and 
organs to some pathologist. They may even do Wasser- 
manns and in that way they can be provided with a certain 
amount of service and have just as accurate diagnoses as 
larger hospitals. It is a makeshift but it is possible, and 


the Sisters often get so they can do very nice work, de- 
pending upon some one to take care of them in their 
difficulties. 


The service is much better than it would be 
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if they didn’t resort to this means. In addition, if it is 
necessary the pathologist can go to them once a month, to 
look over their equipment and see that everything is go- 
ing well. 

Doctor: I would say that we in a town of 35,000 get 
along fairly satisfactorily with a part-time pathologist 
and x-ray man. Perhaps the service is not as efficient as 
it would be if we had technicians devoting all their time 
to that, but in any cases of doubt we send the specimen to 
a nearby expert, and we seem to get along all right. 

I am very much impressed with Dr. Sweetser’s re- 
marks. In a great measure the pathologist’s report influ- 
ences us very much. 

Dr. Bruecken: In the case of carcinoma mentioned, 
it is simple. But take a leukocyte count for instance. It 
is difficuit if you don’t have the proper cooperation of the 
clinician. As to whose opinion should be taken. I think 
there should be no trouble if the laboratory man and clini- 
cian get together. We are trying to plead for clinical 
cooperation. 

About the small hospital. It must get along as well 
as it can. I have no riveted ideas as to just how it should 
operate, but I think sending the more important work to 
a large hospital is the best. Sending a specimen to a 
pathologist in a large city makes the pathologist feel more 
responsibility. 

Dr. Sutton: The State Board of Health makes some 
tests, Wassermans and others, without any charge. 

Dr. Sweetser: Yes, I think many do, but I don’t be- 
lieve it is a very good plan, especially in places where 
there is much variance of temperature. That is one of the 
weak points in having the laboratory any distance from 
the place where the specimen is taken. Something may 
happen to interfere with it between places. We ought to 
have the laboratory so nearly dependable that we can rely 
on it. 

Dr. Craig: I would like to say a word on what we 
mean by the standardization of hospitals. We feel now 
that we have come to the stage where general principles 
are pretty well understood. We now have to go more into 
detail. 

There should be some means of giving good x-ray, 
as well as good laboratory service, and we look forward to 
having a bureau of inquiry regarding equipment, that we 
may thus prevent waste or elaborate purchase. Hospital 
standardization is not to interfere in any way with the 
initiative or originality of any hospital. It is to set stand- 
ards which they should come up to. 

We have two or three different types of staffs: closed, 
open, and complimentary or visiting staff. Every hospital 
usually is controlled by a board of trustees and we want 
them to realize that they are to do far more than just 
finance the hospital. That isn’t their whole business. 
Their whole business is to get the patients well and we’re 
all responsible for this service. 

In an organized staff a good leader is of great im 
portance in knowing how to conduct a meeting and mak« 
it interesting. A come-sit-and-go staff meeting is m 
good. Organization depends to a large extent on your 
leader. You will always find some one who has the in- 
born ability to hold men together. He may not be the 
best surgeon, but he may be the best organizer. 

Let an organized staff meeting ask for definite reports 
and for consultation on any which are difficult or puzzling 
Then consider how many patients have been discharged 
since the last meeting. Ask yourselves if you got the de- 
sired results. How many have died since the last meet 
ing? What was the cause? Was a post mortem per- 
formed and what was the result of the findings? Did 
they correspond with the diagnosis? 

I would advise you to attend a post mortem conference 
at the Cook County Memorial Hospital. They bring in 
the findings. the case history is read, and the diagnos’ 
and differential diagnosis are made. The laboratory man 
rives his revort, and the pathologist gives the post mortem 
findings. As a result the medical men get a great deal of 
knowledge helpful to them in their practice. 

Consider at your meeting whether your staff is co- 
operating in every way it should with the laboratory, the 
x-ray. the nursing, and the intern service. This means 
vou find out whether you are cooperating as you should. 
When you come to the staff conference remember it is not 
for destructive criticism but for constructive consultation. 


Perhaps in your hospital, in the past two or three 
months, you had many cases of hernia, or prostatectomics, 



























or pneumonia. These might be studied. It is not so in- 
teresting to consider the work done in Vienna, but the 
work done personally in your own hospital. Every hos- 
pital owes something to progress and if you keep this in 
mind and try to better your results, you will realize the 
necessity for the study of these things in your staff con- 
ference. 

One of the big difficulties has been that of getting 
men to attend meetings. If you have a good, live-wire 
chairman and make it worth while, it won’t be necessary 





HE hospital staff is a vital part of the hospital. 
Efficient organization is so difficult to accomplish 
and so essential to its proper function, that a dis- 
cussion of the subject is always permissible. 

In the selection of a hospital staff and in its organi- 
zation, there should be but one object in view, viz., the 
best possible service to the patient. If the welfare of the 
patient is the prime consideration actuating the Sister 
who selects the staff, if the greatest service to the patient 
is the ideal of every member of the staff, then staff organ- 
ization and staff activities will at once abound in service 
of inealeulable benefit, not only to the patient but also 
to the hospital and the individual members themselves. 

The welfare of the hospital as an organization, and 
the advantages of staff membership are, and always should 
be, secondary They are by-products 
which accrue in proportion to the degree with which the 
ideal of “service to the patient” is adhered to. 

The selection of the right type of men for the staff, 
then, is the first important step, and right here are found 
many stumbling blocks. Personal popularity, wealth, 
large practice, age, influential friends, religion, and social 
status singly and in a variety of combinations, are 
stressed as important qualifications, and given as reasons 
why Doctor So and So should be elected to membership. 

The Sister who must make the selection ought to 
possess the backbone of a Hercules in order to resist the 
importunities of interested friends. Even after a prop- 
erly qualified staff has been selected, in making additions 
thereto and in the filling of vacancies, the man who calls 
upon the surgeon or gynecologist to operate upon his 
patient, and the man who consults the internist, is likely 
to be recommended, not perhaps because he is best quali- 
fied but as a reward for past favors. This latter tendency 
is particularly noticeable in the recommendation of asso- 
ciate or junior members of the staff. The desire on the 
part of staff members to surround themselves with per- 
sonal friends and supporters is one of the greatest 
stumbling blocks in the maintenance of ideal staff mem- 
bership. 

Wherever possible the staff members should be spe- 
cialists in the particular departments in which they desire 
to serve, and all junior or associate members should be 
avowed specialists. By that I mean that the young man 
who desires a junior membership, even though it is im- 
possible for him to limit his practice, should direct his 
studies, and his post-graduate work in the direction of his 
specialty. Desirable as this is, it is only possible in large 
cities. In smaller communities where practically all 
physicians are general practitioners, the formation of 
such a staff may be impossible. Yet even in these smaller 
hospitals, a division of service along special lines is de- 
sirable, and has many advantages. 

I personally know of a number of small community 
hospitals in which a division of labor along very simple 


considerations. 
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to feed them to get them there. They'll come. If it is 
worth while, even the indifferent medical man will even- 
tually come. 

I feel that proper organization with a good man at the 
head, meetings on schedule and productive and worth 
while, will make staff organization easy and worth while. 

The American College of Surgeons is glad to assist in 
any way it can. Our vision must necessarily be interna- 
tional, but we like to help the individual if we can. 


lines is in admirable effect. There is no reason why, even 
in the smallest hospitals, at least a surgical, a medical, 
and an eye, ear, nose, and throat service should not be 
instituted. This division of labor removes many of the 
petty jealousies and bidding for favors found in staffs 
where every member is in general medical and surgical 
practice. It 
tions, and in the end increases the service rendered the 
patient. 

Wherever possible a junior staff should supplement 
the regular staff, and as much or even more care, should 
be exercised in their selection. It is the duty of every 
staff to insure a perpetuation of the highest ideals of 
membership by properly training and guiding the younger 
taembers of the medical profession. For many reasons 
the tenure of membership should be for one year only. It 
is much less disquieting for the Sister in charge not to 
reappoint, than to remove, an undesirable member. 

After staff selection its internal organization be- 
ccmes important. A constitution and by-laws governing 
the staff should be drawn with great care. Every staff 
member should be pledged rot to split fees. Fee-split- 
ting is a most dishonest and degrading evil. The greatest 
danger to the high ideals of the medical fraternity is 
commercialization which fee-splitting fosters. Hence no 
fee-splitter should be permitted membership in a reput- 
able hospital staff. Fee-splitting is almost impossible of 
proof. Hence a well grounded suspicion should be suffi- 
cient reason for demanding an explanation, and if not 
given, for removal from membership. 

I am a firm believer in democratic organization. 
There is no valid reason whatsoever why a hospital staff 
should not be organized in the same manner as any other 
corporation. The officers, viz., the president, vice presi- 
dent, secretary, and treasurer should be elected annually 
by the newly appointed staff, and the business of the staff 
should be conducted through committees to which all im- 
portant questions and motions should be referred. The 
name, chief of staff, or, head of staff, at once implies 
autocratic organization and is not productive of the good 
fellowship and cooperative spirit so essential to the best 
service. Regular monthly meetings should be a constitu- 
tional requirement and staff membership should be de- 
pendent upon regular attendance at these meetings. 
Failure to attend any three or four successive staff meet- 
ings without an excuse should automatically terminate 
membership. 

Rules of conduct adopted by the staff are rules to be 
observed by all members, junior members, and visiting 
physicians. Visiting physicians frequently complain that 
inasmuch as they have no voice in the formation of these 
regulations they should not be required to observe them. 
There is but one reply to such argument, viz., these rules 
and regulations are for the benefit of patients and if any 
doctor does not care enough for his patients to observe 


insures better cooperation, more consulta- 
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them, the hospital should not assume the responsibility 
of admitting his patients. 

There are many rules rather difficult of strict en- 
forcement. Many physicians are not trained and have 
not been in the habit of taking careful histories, making 
thorough examinations, making preliminary 
diagnosis, and making daily progress notes. If the staff 
as a whole, however, is intent upon giving the best service 
to all patients, their combined influence and desire will 
prevail and soon the delinquents will disappear. It is a 
gradual process of education. Even staff members need 
a constant reminder of the importance of these require- 
ments, and even though at times they may seem harsh 
and burdensome, all are necessary in order to secure for 
all patients accurate diagnosis and proper treatment. 


physical 


The rule that all operative cases except emergency 
must be in the hospital at least 24 hours before operation, 
giving ample time for preliminary examination and 
proper preparation should be followed by all hospitals. 
This rule is difficult to enforce and meets with much 
opposition, but is so plainly in the best interest of the 
patient that there can be no argument. The greatest 
difficulty arises with patients who come from a distance. 
They are frequently accompanied by their family physi- 
cian who may, or may not, have made a diagnosis based 
upon careful scrutiny and often entirely without the aid 
of laboratory methods. He feels that his diagnosis should 
be accepted and the patient operated upon immediately in 
his presence. I am firmly convinced that laxity in the 
observance of this rule leads to most disastrous conse- 
quences, and no hospital worthy of the name can con- 
scientiously assume such responsibility. 

A preliminary diagnosis is required. Yes, but is 
such diagnosis based upon information obtained by the 
aid of all modern methods of examination at our dis- 
posal? If not it may appear that both hospital and physi- 
A recent decision of our state supreme 


cian are liable. 
court leaves no doubt whatsoever as to our duty anc re- 
Many hospital staffs require 


sponsibility in the matter. 
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that certain routine laboratory examinations be made on 
patients. Certainly the urine of every patient should be 
examined for albumin, sugar, blood, and pus. In every 
ease of fever a leukocyte and differential count should be 
made. Before tonsillectomy coagulation time of blood 
should be determined. 

In our hospital laboratories, however, much work is 
being done which is of absolutely no value, is frequently 
10t even observed by the physician or surgeon who has 
ordered it, to say nothing of an attempt at proper inter- 
pretation. It seems to me that much of this is useless 
expense to patients besides overtaxing the capacity of the 
laboratory, and consuming time which should be occupied 
in more important work. 

The same criticism may justly be made of much of 
the x-ray work done in our hospitals. Sisters are not in- 
frequently requested to take all kinds of x-ray radio- 
graphs of patients at great expense to them. Many are 
not even carefully examined and even if examined they 
are of no value to the patient because intelligent inter- 
The hospital records may show a 
staggering array of laboratory examinations, none of 
which rerhaps were properly evaluated for the benefit of 
the patient. Let us in our hospital requirements insist 
more upon realities and results, and less upon form and 
routine. Let us insist upon having done all that is neces- 
sary in the individual case, and avoid all unnecessary 
tests and examinations. Unnecessary tests and examina- 
tions are but little less reprehensible than unnecessary 
operations. Only recently I had occasion to examine the 
hospital record of a wealthy patient in which were 
recorded daily complete blood counts extending over a 
period of two weeks, in spite of the fact that the first one, 
as well as every subsequent one, was absolutely normal. 


pretation is lacking. 


I believe that in the young medical graduate of to- 
day, splendidly trained as he is in the taking of histories, 
in the making of physical examinations and in the inter- 
pretation and evaluation of laboratory findings, lies the 
hope of a hospital era in which the welfare of the patient 
will be the only consideration. 








SOCIAL SERVICE DEPARTMENT, MERCY HOSPITAL CLINIC, CHICAGO, 





ILL. 








HOSPITAL PROGRESS 


ed Sian eeetee, 








Dospital 

















26) Dragress 
- vs a 


G 





EXECUTIVE COMMITTEE: 
C. B. Moulinier, Milwaukee, Wis., Chairman. 
Edward Evans, M. D., La Crosse, Wis. 
Frederick A. Stratton, M. D., Milwaukee, Wis. 
Edward L. Tuohy, M. D., Duluth, Minn. 
William C. Bruce, Milwaukee, Wis. 


ADVISORY AND CONTRIBUTING EDITORS: 
Sister M. Camilla, St. Joseph’s Hospital, Chicago, Il. 
Sister M. Cherubin, Mt. St. Mary’s Hospital, Niagara Falls, N. Y. 
Sister M. Concordia, St. Mary’s Infirmary, St. Louis, Mo. 
Sister M. De Pazzi, Mercy Hospital, Chicago, Ill. 
Sister M. Genevieve, St. Elizabeth’s Hospital, Youngstown, Ohio. 
Sister M. Innocent, Mercy Hospital, Pittsburgh, Pa. 
Sister M. Joseph, St. Mary's Hospital, Rochester, Minn. 
Sister M. Madeline, St. Mary’s Hospital, Minneapolis, Minn. 
Sister M. Magdalene, St. John’s Hospital, Springfield, Ill. 
Sister M. Marie, Misericordia Hospital, New York, N. Y. 
Irvin Abell, M. D., Louisville, Ky. 
J. Alexander Saint-Pierre, M. D., Montreal, P. Q., Can. 
John T. Bottomley, M. D., Boston, Mass. 
Rev. Michael P. Bourke, Ann Arbor, Mich. 
Joseph Byrne, M. D., New York, N. Y. 
Edward T. Dillon, M. D., Los Angeles, Calif. 
Michael F. Fallon, M. D., Worcester, Mass. 
Rev. Peter P. Finney, C. M., Dallas, Tex. 
Rev. Edward F. Garesche, St. Louis, Mo. 
Rev. Maurice F. Griffin, Youngstown, Ohio. 
William C. MacCarty, M. D., Rochester, Minn. 
Hugh McKenna, M. D., Chicago, Ill. 
Rev. P. J. Mahan, Chicago, IIl. 
Charles L. Mix, M. D., Chicago, Ill. 
Edward L. Moorhead, M. D., Chicago, Ill. 
Austin O’Malley, M. D., Philadelphia, Pa. 
Eugene Saint-Jacques, M. D., Montreal, P. Q., Can. 
Most Rev. Joseph Schrembs, Cleveland, Ohio. 
Horatio B. Sweetser, M. D., Minneapolis, Minn. 
James J. Walsh, M. D., New York, N. Y. 
Frank S. Wiley, M. D., Fond du Lac, Wis. 








DOCTORS’ CONFERENCE AT SPRING BANK. 

The conference of the doctors of the Catholic Hos- 
pital Association held at Spring Bank on August 
14-15-16 was a most interesting one, for those who were 
present. Unfortunately only about fifty doctors at- 
tended the conference, and of those fifty I think it may 
be said they were of such calibre, tried qualities and 
enthusiasm in the advancement of the Catholic hospitals 
to a real scientific basis that the conference was not 
necessary for them. The unfortunate thing is that a 
greater number of those serving on staffs in the Catholic 
hospitals cannot be induced to attend such gatherings 
as this, intended for the advancement of the Catholic 
hospitals. We feel, and we have urged it before in 
these columns, that the Sisters cannot afford to have 
dead timber on their staffs. 

There can be no doubt at all that the conventions 
and conferences of the CarHotic HospitaL Assocta- 
TION have been of marvelous advantage to the Sisters. 
They have reason to be very proud and have made won- 
derful improvements in their hospitals. This can be 
asserted of all of them; but no matter what the en- 
thusiasm of the Sisters for better hospitals, no matter 
what equipment they put in them, no matter how scien- 
tifically they are conducted so far as the administration 
and nursing is concerned, they cannot reach or 
approich perfection unless the staff members unitedly 
cooperate with them. 

After all, the success of treatment, whether medical 
or surgical, must depend on the high standing and 
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scientific attainment of the staff. On their treatment 
depends the welfare of the patient more than on any- 
thing else. 

Instead of its being an asset to the hospital, that 
some members of the staff brings in more patients than 
anybody else, it is ultimately a detriment to the hospital, 
unless that staff member treats his patients in the most 
approved way. Presently, it is a most unfortunate thing 
for the patients who are under his supposed care. We 
feel therefore that it is essential that the Sisters have 
“back-bone” and if they have no “back-bone,” that they 
develop it to such a degree that they will insist that the 
staff members of the Catholic Hospitals be of the very 
highest character, ethically, professionally and scienti- 
fically. If we are to make our hospitals what we aim 
they should be, then only those who by frequent attend- 
ance at clinics, by post-graduate work and especially by 
showing a deep interest in the conduct of the Sisters’ hos- 
pitals where they work, should be allowed the privilege 
of the hospital. Any Sisters who are sufficiently trained 
to properly conduct a hospital, have sufficient intelli- 
gence to know those who are doing good, conscientious 
work and those who are not, and they should get rid 
of the latter. E. E. 


ON THE OCCASION OF THE SHIFTING COST OF 


GASOLINE. 

Said the Governor of South Dakota to all the other 
governors distributed, “What doth it profit a man to 
have a car if the cost of gasoline keeps him from sup- 
porting the Church !” 

This wholesale paraphrasing, introducing a sub- 
ject in a Hospital Journal, may appear at first glance 
to be a considerable strain upon the ordinary loose con- 
fines of Editorial License. However, the cost of gaso- 
line is closely tied up with the all important matter of 
distribution, and thereby living costs. 

There are few by-roads even in our wildest reaches 
of frontier that are not wonderfully served by a blazing 
red pump bringing up good, wholesome gas, that speeds 
the gay vacationist, the earnest salesman, or even the 
toiling doctors, on their way. It is quite evident that a 
wide gap must be bridged between the spurting well of 
crude oil and the ultimate consumer—pipelines, refiner- 
ies, wholesalers, tank cars, freight hauls and successive 
handlings, before the product is used and paid for. 

Now, this cost of distribution concerns a vast array 
of merchanise besides motor fuel, which happens pre- 
sently to be so conspicuous. We are living better and 
faster because of this distribution. Nevertheless, the 
“shoe pinches” when we realize that this service does 
not come as a gratuity, but must be paid for by the 
greater effort, larger income, higher taxes, increased 
hotel and railroad rates—and, forsooth, greatly ad- 
vanced hospital rates. Even hospital service has to be 
distributed, and soon well equipped hospitals must 
advance with the “red pump,” because we are far be- 
yond the stage where only the “big city folks ride in 


cars.” 
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America is being rapidly motorized—put on the 
move—distances have been greatly reduced—and our 
contracts multiplied. In the location, management and 
conduct of our hospitals, few present day tendencies 
affect hospitals more. If you insis! on definite concrete 
examples, observe what “concrete” roads and wind 
shields have done for scalp and cranial surgery! 

E. L. T. 

THE GROUP CONFERENCE EXPERIMENT. 

August 23, 1923, was the last day of the last con- 
ference of the series of conferences which began on 
June 19th. It was a bold and big venture which the 
Sisters undertook ; it was a brave experiment which they 
Looked at 
either as a venture or experiment it has succeeded be- 
The 
success of this series of conferences is due to the fine 


entered into with their usual enthusiasm. 
yond the expectation even of the most sanguine. 


spirit of cooperation manifested by the Sisters, nurses, 
The papers and discussions were 
instructive and practi- 
the development of the 
activities which cannot 
and energy to all those 
who took part in the meetings as well as to those who 
will read with close attention the published reports in 
HospiraL Progress. The venture has warranted its 
undertaking; the experiment has succeeded. From now 
on it will become a routine procedure in the life of the 
Association to be modified according to the needs and, 
year by year, evolutionary growth of the Association. 


doctors and clergy. 
exceptionally able, interesting, 
eal. They marked an epoch in 
Catholic Hospital Association’s 
help giving new light and life 


Spring Bank as a meeting place for the various 
groups has met with universal approval and given al- 
most éentire satisfaction. 

By the time the Executive Board will have its next 
meeting, some time in October, there will be tabulated 
many suggested modifications for next year’s group of 
conferences. All those interested in the growth and 
development of the Catholic Hospital Association and 
especially all those who were at the conferences are 
requested to send to the main office their views and 
suggestions which will aid in making next year’s con- 
ferences an improvement on this year’s. It seems quite 
clear to all that the conferences should not extend over 
a period longer than three or four weeks: that the time 
for each conference should be limited to a day and a 
half or two days; the programs should be worked out 
after practical suggestions from the large body of Sisters, 
nurses and doctors: the groups should be fewer and 
somewhat differently arranged: the question of a retreat 
for the Sisters should be solved in connection with 
facilities at Spring Bank: the exhibits and exhibitors 
must become more and more a larger and stronger part 
of the conference activities: the recreational and rest 
opportunities at Spring Bank should be made more 


available to all. There are many more suggestions in 


the minds of some of us which will with a little more 
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time and careful planning and preparation, in all likeli- 
hood, make our next year’s conferences seem like a new 
venture and a greater experiment. 

If we can keep our enthusiasm within moderate 
bounds, use our good judgment to best advantage and 
be brave enough to do a little more pioneer work, our 
next year’s conferences will succeed far more surely and 
safely than they have this year. 

Just a little more capital investment in the under- 
taking for one more year and a profit period opening 
into large prosperity will be at hand. 

The details of the plans for the making of “the 
rainbow of hospital progress” submitted to 
Superiors in the course of the next month or two. In 
the meantime let us all do our share of thinking, pray- 
ing, and work for the best results in the care of our 
C. B. M. 


will be 


patients. 
OUT OF THE RUINS. 


The’ Japanese catastrophe, said by the press to be the 
greatest in modern times, has aroused a universal eager- 
ness for alleviation of suffering. 

In the immediate wake of typhoon, earthquake, fire 
and plague, there sprang up in gigantic proportions, a 
world-wide effort in service to the sick, the injured, and 
the dying. Destroyers and fast vessels rushed doctors, 
nurses, and supplies to the stricken cities. The American 
government gave itself to hastening workers and pro- 
visions to the afflicted area. The Red Cross assembled 
its auxiliaries in the Orient. The moment of great need 
called forth a correspondingly great sympathy and com- 
mon response. Bearing out history, calamity again be- 
came the touchstone of human nature. 


Through its official note of gratitude to the United 
States, the Japanese government has indicated that the 
assistance of this country under these circumstances, is 
prophetic of a peaceful relationship. 

Peace is not too great a blessing to flow from fra- 
ternal spirit. It may even result that men will sooner 
come to see they need not wait for flood and famine to 
determine their obligations in charity. They may sooner 
cease to withhold exclusively for time of wholesale death 
and destruction, their sympathy and succor. They may 
no longer save for ministration to mass suffering alone, 
a hereulean reserve of forces for relief. 


Perhaps they may sooner see, in the bright light 
which publicity throws on catastrophe, the fringes of daily 
life everywhere, in the opportunities it offers for sympathy 
and service; the commonplace of scattered sufferings and 
needs; the occasions for brotherhood as numbered as the 
Eastern thousands swept out of normal life into eternity. 


From the calamity that carries off exteriors and 
leaves men stark to their souls, must result the provi- 
dential good that eventually develops in the path of suf- 
fering. Not the least of this may be a renewed and 
readier recognition of the smaller aches and sorrows that 
bear on single souls about us as disaster bears upon the 
world, and a new devotion to their abatement. 

America, in its service to Japan, performs a duty to 
which it is bound in charity. China likewise, and thé 
Philippines, and Europe—the whole world. Each, wit! 
its gaze this instant fixed as it were through a telescope 
on the Eastern panorama of suffering, cannot, by th: 
very proximity of the reverse lens, fail to revert its 
vision to the little wailings at its own door, and another 
charitable duty there. 

And when it does, there must arise out of the stunned 
spirit of Japan, a better, stronger universal soul in rec- 
ompense.—H. W. 
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PREPARATION FOR GYNECOLOGICAL OPERATIONS. 
Frederick Emil Neef, M. D., Formerly Professor cf Gyne- 
cology, Fordham University School of Medicine. 

This schedule is intended primarily for non-private 
cases, and for use in private cases where no preparations 
are specified or where the attending surgeon orders the 
patient to be prepared “according to hospital schedule.” 
In the case of private patients, therefore, it leaves the at- 
tending surgeon free if he chooses, to give his own direc- 
tions for preparation. 

The patient is admitted at 10 a. m. or not later than 
2 p. m. on the day before the operation. 

A specimen of urine is examined before operation, 
and rectal temperatures are taken unless otherwise speci- 
fied 

No eathartic. A plain warm water enema to flush 
the colon. 

A warm soap tub bath is given to remove the desqua- 
mating cuticle, except when otherwise ordered as in 
emergency and very sick cases. 

The hair covered areas, including the lower abdomen, 
pubes and vulva, are carefully shaved. 

A vaginal douche with two-four quarts of warm 
aqueous lysol solution (1:1000 to 8:1000) or chlorophen 
of the same strength is given, a sterile pad being applied 
to the vulva. 

All these preparations should be completed in the 
forenoon or early part of the afternoon on the day before 
operation. 

When a follow-up enema is required, it shall be given 
not later than in the evening, before the final prepara- 
tion of the abdomen. 

In the case of patients with pre-operative fever the 
vaginal douche is repeated either in the evening or early 
on the following morning. 

In the evening the last measure is to paint the abdo- 
men with Tr. Iodine U. S. P. full strength, exercising 
particular care that the pubic region and finally also the 
umbilicus, be properly coated. A sterile towel protects 
the disinfected area over night. 

A normal diet is prescribed: food and drink are 
allowed until five hours before the time of operation. Ex- 
ception is made of patients with high fever, or who are 
otherwise very ill, in which ease, only liquid diet is indi- 
cated for the time being. 

Morphine Sulphate gr. 14 with Atropine Sulphate er. 
1/150 is given subcutaneously one-half hour before the 
inesthetic is administered. 

In the operating room, the cervical canal as well as 
the cervix and vagina are disinfected with Tr. Iodine, full 
strength or one-half strength, and the excess dried away 
with sterile gauze; the bladder is emptied by catheter. 

The abdomen on account of the possibility of inter- 
mediary contamination, is first cleansed with a mixture 
of equal parts of aleohol and ether and carefully dried 
with a sterile towel before anvlying the final coat of Tr. 
Todine, and draping for operation. 


DOCTORS’ SECTION. 

St. Joseph’s Staff Meeting. On August 8th St. 
Joseph’s Hospital of San Francisco held its regular staff 
meeting, Dr. A. S. Musante presiding, and Dr. H. Unsinger 
acting as secretary. 

“Meningism and Meningitis” was the subiect pre- 
sented by Dr. Harry Deering and discussed by Dr. Anna 
Lyle (pediatric and typhoid aspects); Dr. C. O. Southard 
(aural significance); and Dr, H. V. Hoffman (pathological 


lesion). Interesting case reports were offered by Dr. C. 
E. Taylor (post-operative dilatation of stomach and hemo- 
lytic streptococcic pyemia after tubercular ademectomy), 
and Dr. Andrew Nagy (streptococci infection of hand). 
Dr. C. E. Cupler, surgeon of St. Anthony’s Hospital, Chi- 
cago, was guest of honor and spoke on staff organization, 
diagnostic blood culture, and walling off of abscesses. 

Resolutions were adopted in praise of the recent 
American Medical Association convention, especially of 
the diagnostic clinics at St, Joseph’s Hospital and other 
accredited institutions. The hospitality of the Sisters 
was gratefully acknowledged, and congratulations were 
extended Dr. Ray Wilbur and Dr. W. E. Musgrave, upon 
their election to the presidency and vice-presidency, re- 
spectively. 

Delegates Entertained by Hospital Staff. On Wednes- 
day, the second day of the doctors’ conference at Spring 
Bank, the staff of St. Joseph’s Hospital, Milwaukee, Wis., 
entertained at a 6 o’clock dinner in the Spring Bank dining 
hall in honor of the delegates. 

Dr. Joseph Lettenberger, chief of staff at St. Joseph’s, 
acted as toastmaster, and after dinner remarks were made 
by Dr. Franklin H. Martin, Chicago, Director General, 
American College of Surgeons; Rev. C. B. Moulinier, Mil- 
waukee, President, Catholic Hospital Association; Dr. 
Denis McAuliffe, New York City; Dr. Edward Evans, La 
Crosse, Wis.; Dr. Allan Craig, Chicago, Assistant Director 
of the College of Surgeons; Rev, Edward F. Garesche, St. 
Louis, Mo.; and Dr. H. B. Sweetser, Minneapolis, Minn. 


Staff Meeting of Hotel Dieu Hospital. At the regular 
monthly meeting of the medical staff of Hotel Dieu Hos- 
pital, Chatham, N. B., on September Ist, the annual elec- 
tion of officers took place as follows: 

President—Dr. J. B. McKenzie, 

Vice-President—Dr. A. J. Losier. 

Secretary—Dr. W. S. Loggie. 

Medical Supervisor of Records—Dr. M. Delaney, 

Director of X-ray Department—Dr. B. A. Marven. 

Director of Laboratory—Dr. R. J. Dolan. 

Announcement was made of the appointment of Miss 
Helena K. Dunn, R. N., as instructor of nurses, to succeed 
Sister Gallivan, incapacitated by illness. Miss Dunn has 
done post-graduate work at the Boston Lying-in, and 
Lakeside, Cleveland, Hospitals and in district nursing. 


Dr. Benson Passes. Through the death of Dr. George 
E. Benson on July 31st, St. Mary’s Hospital of Minne- 
apolis lost a staunch friend and wise adviser. Dr. Benson 
had for many years been a member of the hospital staff, 
and for some time previous to his death had served on the 
advisory board. All who have been associated with him 
are grieved at the loss of a real friend. 

Dr. Benson was born in 1877 and graduated from the 
Medical School of the University of Minnesota in 1901. 
He later studied abroad for three years, principally at the 
Rogal University of Austria at Vienna, and he had be- 
come widely known for his treatment of diseases of the 
eye, ear, nose, and throat. He was a member of the 
American Academy of Ophthalmology and Otolaryngology, 
and of the Minnesota Academy of Ophthalmology and 
Otolaryngology. Prominent in the affairs of his com- 
munity, he was a valued citizen of Minneapolis. 

He leaves his wife, Mrs. Charlotte M. Benson; his 
parents, Mr. and Mrs. Aaron Benson; his son, Robert; 
and his brother, Bernard, all of Minneapolis. 

Accepts New Position. Dr. Robert A. Kilduffe of 
Pittsburgh, Pa., has accepted an offer to take charge of 
the Los Angeles branch of the Pacific Wassermann Labora- 
tories, and is now located in Los Angeles. 

Memorial Hospital. A memorial hospital has been 
opened in St. Luke’s Sanitorium, New Orleans, La., which 
has been sold to Mrs. L. M. Soniat as a memorial for her 
husband. The hospital will be conducted by the Sisters 
of Mercy. 
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OUTLINE OF RETREAT FOR GRADUATE NURSES. 


Conducted June 30 to July 4, 1923, by Rev. Eugene Gehl, 
M, A., Spring Bank, Wis. 

Saturday, 8:30 P. M. The Necessity of Retreats for 
Graduate Nurses. Restlessness prevails among all classes; 
a mania for freakishness, a desire for the newest sensa- 
tion, a mad quest for luxury seems to permeate every 
fibre of the public heart, and the women, too, of the nurs- 
ing profession become infected by this virus of unrest. 
The retreat is like a calming dose. 

Sunday, 9:30 A. M. The Destiny of the Nurse. The 
question of personal sanctification includes knowledge, love, 
and service of God; also heeding the voice of the Master, 
to follow Him in some particular walk of life, and thereby 
assure one’s self more easily of eternal happiness. 

Sunday, 11:30 A. M. The Blot in Creation. There is 
only one real evil in the world, and this monster is sin. 
The chief features of sin are: that it is an offense against 
God and that in its wake dire consequences follow. In the 
sight of the Crucifix ask: I. What have I done for you? 
II. What am I doing? III. What should I do? 

Sunday, 3:00 P. M. The Duty of the Nurse in the 
Light of Particular Judgment. Death would not be so 
serious, but for what follows it. Particular judgment: 
I. The Tribunal. II. The Examination. III. The Sen- 
tence. 

Sunday, 5:00 P. M. Regular Confession a Spiritual 
Asset. Confession is a great blessing. It is medicine, it 
is freedom, it is consolation. It should be used properly. 

Sunday, 8:15 P. M. Sins of the Tongue. Scarcely 
any gift of the Creator is more abused by some in the 
profession than the tongue. 

I. What is the vice of detraction? 

II. Why should we avoid it? 

III. What excuses are usually given for it? 

Monday, 9:30 A. M. Psychology of Nursing. The 
necessity of psychology: I. Awareness of the mind as 
a working force. II. Applied to the patient. III. 
Everything matters. Getting on with people. 

Monday, 11:30 A. M. The Conscientious Private Du- 
ty Nurse. St. Paul: “Be all things to all men.” Per- 
sonal qualifications and habits. “The kind of men for 
whom we long, are those who smile when things go 
wrong.” 

Monday, 3:00 P. M. Dangers in the Profession. I. 
For the Soul. II. For the body. Causes and remedies. 

Monday, 5:00 P. M. The Nurse a Good Samaritan. 
The necessity of baptism. The manner of correct baptism. 
Other problems confronting the nursing profession. 

Monday. 8:15 P. M. Magnets for Successful Nursing. 
Mildness and meekness essential for all in the nursing pro- 
fession. Personal failings. 

Tuesday, 9:30 A. M. The Nurse a Handmaid of Re- 
ligion and Science. The moral law applied in the hospital 
and sick room. 

Tuesday, 11:30 A. M. The Consolations of Religion. 
Therapeutic value of prayer and the Sacraments. 

Tuesday, 3:00 P. M. The Way of the Cross, Holy Hill, 
Wis. 

Tuesday, 8:00 P. M. Rovnd Table Discussion. 
Wednesday, 6:30 A. M. Holy Mass, Communion, and 
Papal Blessing. 
NURSES’ TRAINING SCHOOL NOTES. 

Eight Nurses Graduated. Eight nurses of the staff 
of The Mercy Hospital, Eugene, Oregon, received their 
diplomas at the twelfth annual graduation exercises of 
the institution this summer. The Rev. Edwin V. O’Hara 
delivered the address. 

Class Supplements Gifts. The class of ’17 of the 
Misericordia Hospital School of Nursing, New York City, 
in its thoughtfulness of an invalid member has suggested 
an act of Christian charity worthy of emulation, in con- 
sideration of the sick. It has supplemented its gifts of 


flowers and various tokens of fraternal attachment with 
a check for a series of Gregorian Masses. 

Change in Personnel. Misericordia Hospital of New 
York City announces as a change in its personnel, the 
appointment of Miss Agatha C, Murphy as chief dietitian. 
Miss Murphy is a graduate of the Teachers’ College, 
Columbia University, New York, where she received the 
degree of B. S. in June, 1916. In August, 1917, Miss 
Murphy completed a post-graduate course in dietetics at 
the Johns Hopkins Hospital, Baltimore, Md. 

Misericordia Hospital has recently secured a building 
at 540 East Eighty-seventh street which is being equipped 
for a pre-natal and post-natal clinic. Other departments 
will be announced shortly. 

Three Graduated. St. Joseph’s Mercy Hospital Train- 
ing School, Fort Dodge, Ia., graduated a class of three 
this summer with appropriate commencement exercises. 
The Rev. Thomas Coleman and Dr. J, F. Studebaker were 
the principal speakers, and the Rev. William Desmond 
presented the diplomas. 

Fifth Commencement. The fifth annual commence- 
ment program of the nurses of Holy Rosary Hospital, 
Ontario, Oregon, took place in July in the auditorium at 
the nurses’ home. The Rev. Father O’Connor gave the 
address of the evening and presented the graduates with 
their diplomas and graduation pins. A banquet concluded 
the festivities. 

All-Day Service for Graduates. ‘St. Anthony’s Hos- 
pital of Terre Haute, Ind., observed all day ceremonies 
for its graduating class of six this year. Solemn High 
Mass at 10 o’clock opened the exercises, and at 3 o’clock 
commencement proper took place in the chapel; the Rev. 
Anthony Hodapp, O. M. C., delivered the address. The 
Rev. Stephen Korthas, O. M. C., presented the diplomas, 
and the benediction of the most blessed Sacrament was 
given. 

At a 6 o’clock dinner for the graduates Mayor Ora 
D. Davis commended the work of the nurses. Dr. Thomas 
W. Moorhead acted as toastmaster. The class valedictory 
was given by Miss Levia B. Tribble. 

Alumnae Entertain Graduates. The alumnae of St. 
Joseph’s Hospital Training School for Nurses, Milwaukee, 
Wis., entertained the 1923 graduates, lecturers, and mem- 
bers of the hospital staff, with a dinner at Spring Bank, 
Wis., summer home of the Wisconsin Catholic Guild of 
Nurses, in June. 

Retreat at St. Vincent’s. A spiritual retreat, con- 
ducted by Rev. Martin Burke, S. J., of New Orleans, for 
the Nurses of St. Vincent’s Infirmary, Little Rock, 
Arkansas, opened Sunday evening September 2nd, with 
Benediction at 7 P. M. 

Students and Graduates participated in the daily 
Mass and Holy Communion, Conferences, Spiritual Read- 
ings and Benediction with a spirit of fervor and generosity 
such as is born only of Faith and Love, and which un- 
doubtedly won innumerable graces and blessings from the 
Sacred Heart of Jesus, in Whose close and dear friend- 
ship these sacred hours were spent. 

The Retreat closed Wednesday evening with Bene- 
diction of the Blessed Sacrament and the Papal Blessing. 

Class Work Resumed. Class work resumed Septem- 
ber tenth, with sixty-five students in attendance, 

Following the beacon light of the resolutions of a 
well made retreat, wherein the grandeur and nobility of 
the Nursing Profession was emphasized anew, we anti- 
cipate the most successful year ever spent “Pro Deo et 
Humanitate.” 

GRADUATION EXERCISES. 

Graduation exercises in the Nurses’ Training Depart- 
ment at St. Joseph’s Hospital, Nashua, N. H., were held 
June 8, when thirteen young women received diplomas 
from the hospital. Because of the recent death of Rev. 
Francis D. O’Neill, for twelve years chaplain at the hos- 
pital, elaborate graduation exercises and festivities 
planned for the occasion were given up, and ceremonies 
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MEMBERS OF THE TRAINING SCHOOL, ST. 


were informal and simple. In the presence of Sister M. E. 
Juteau, Superior of the hospital, and Sister A. Lethiecq, 
Superintendent of nurses, Rev. Henry Burns, O. M. L., ad- 
dressed the nurses assembled in the parlor of the institu- 
tion, and presented the diplomas. 

At St. Joseph’s. During the week of June 5, a three- 
day retreat was given the nurses of St. Joseph’s Hospital, 
Nashua, N. H. Kev. Henry Burns, O. M. I., gave a series 
of instructions on the duties of Catholic girls and the du- 
ties of their profession. 

Through the will of the late William A. Robinson of 
New York, St. Joseph’s Hospital has received a bequest of 
$10,000. 

Nine Graduate. Nine young women graduated from 
the Buffalo Hospital of the Sisters of Charity, School of 
Nursing, Buffalo, N. Y., this summer. The Rt, Rev. Wil- 
liam Turner, Bishop of Buffalo, presented the diplomas, 
and Francis M. O’Gorman, M. D., president of the hospital 
staff, addressed the graduates. 


Graduation Day at St. Mary’s, Superior, Wisconsin. 


St. Mary’s Hospital of Superior, Wisconsin, the largest 
hospital in the city, was established in the year of 1893 by 
the Order of the Sisters of the Poor Hand Maids of Jesus 
Christ. It has been conducted by this order since its insti- 
stution, catering to all classes and creeds, and dispensing 
charity among the needy. 

In the Fall of 1920, a Training School for Nurses was 
instituted by the Sisters and doctors’ staff of the hospital. 
It is known as St, Mary’s Training School for Nurses, and 
is an accredited institution. Miss Sadie Spielmacher, R. 
N., was appointed superintendent of the school and at the 
present time there are twenty-five nurses entered in the 
course, which extends through a period of three years. 

A modern nurses’ home has also been established near 
the hospital for the accommodation of the student nurses. 

June 7th will be a commemorable date for many 
Superiorites, for it was the day they witnessed the cere- 
monies of the first class of nurses graduated in the history 
of the city. Five students received diplomas. 

In the morning at eight o’clock services were con- 
ducted in the chapel of the hospital. The Rt. Rev. Bishop 
Joseph G. Pinten, assisted by the Rev. Mgr. J, Mueller, D. 
D., celebrated mass, which was attended by all the Sisters, 
student nurses and many of their relatives and friends. 

At noon the Venerable Sister M. Josepha, Superior, 
gave an elaborate dinner in honor of the graduates. 

In the evening at the auditorium of the Knights of 
Columbus, commencement exercises were held. The two 
speakers of the evening were the Rev. Mgr. C. J. Weber 
and Mr. A. D. S. Gillett, who gave very appropriate ad- 
dresses. Several readings, and vocal and piano selections 
were included in the program. 

Dr. L. W. Beebe, president of the staff, concluded the 
program with a fitting address, at the close of which he 
presented the graduates with diplomas and class pins. 


New Organization of Nurses. On May seventh, an 
organization was formed at St. Joseph’s Hospital, San 
Francisco. to be known as “The Patronesses of St. Joseph’s 
Hospital.” Their object will be the aiding, throuch organ- 
ized effort, of such worthy causes as may assist the Sisters 
in conducting and improving the hospital, including the 
school of nursing. 








ANTHONY'S HOSPITAL, TERRE HAUTE, IND. 


The second monthly meeting, held on the twenty-first 
of June, was addressed by Archbishop Hanna, who spoke 
of the great importance of women’s work in the world to- 
day. He said that the organization was beginning in a 
proper manner, as it was better to start with a few workers 
and grow gradually than with a large group of non-inter- 
ested women. He expressed the belief that there is a great 
field for the organization in helping the School of Nursing 
to secure students, in doing what it can for the prospective 
new building, and in cheering the old folks in the Home. 


THE TRIBUTE TO FLORENCE NIGHTINGALE. 


Laura Harbaugh, Senior Student, St. Vincent’s Hospital, 
Indianapolis, Ind. 


How fitting that today should have been chosen as 
graduation day for the nurses of St. Vincent’s Hospital. 

Fifty years ago there were no trained nurses in Ameri- 
ca and it was about this time that Florence Nightingale 
revolutionized the world of nursing. Her achievements 
reached across the Atlantic and helped to establish the 
first American Training School in Bellevue Hospital in 
New York City. 

The seed was firmly planted in American soil and 
spread over the whole country so that now as a nation we 
excel Lhe whole world in the art of nursing. Today the call 
for nurses is coming from every part of the country; from 
the rock-bound coast of the East to the Golden Gate of the 
West; from the greatest city and from the loneliest of 
cabins in the mountains, from the thriving towns and from 
the picturesque hamlet nestling in the peaceful valley. 

Nursing has radiated into every community. It is 
firmly established in industry, and it is moulding our chil- 
dren into a stronger and healthier nation, but the standards 
of nursing are still those set by Niss Nightingale, who 
said: “Nursing is an art, and if it is to be made an art, it 
requires as hard preparation as any painter’s or sculptor’s 
work—for what is having to do with dead canvas or cold 
marble compared with having to do with the living body? 
There is no such thing as amateur art; there is no such 
thing as amateur nursing.” This means there is no royal 
road to nursing, but that it requires hard work, study and 
tedious training, by virtuous women of strong character, 
and that loyalty is even more essential than ability; for, 
though one may be ever so capable, should she be disloyal 
to the task she set out to perform, that task never will be 
carried on to a successful completion. In a broad sense, 
everything in this world that really amounts to anything 
is the product of one’s loyalty, backed by integrity, reli- 
ability and courage. Closely akin to loyalty, and really 
inseparable from it, is charity, the greatest of all virtues, 
which is more potent when rendered in service to humanity 
than in the giving of alms, and its reward is not measured 
in worldly goods. If a cup of water in His name merits 
reward, how much greater will be the satisfaction of those 
who cheer and comfort the poor and the sick? 

The grandest monuments, the greatest admiration, the 
most cherished memories are for those who have given the 
world something which was a benefit to humanity. 

Again, we have patience and it was Miss Nightingale’s 
practice of this virtue that overcame many obstacles and 
made great things possible. She has thereby proven to 


IDelivered at the annual graduating exercises, May 12, 1923. 
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her followers that patience must be the crowning glory 
of every nurse’s achievements. 

Nursing is the highest and noblest profession among 
women and with it is, and ever will be associated the name 
of that noble woman to whom the wounded soldier, as he 
watched for the light that shed its halo about her on her 
nightly rounds, gave the loving title, “The Lady with the 
Lamp.” 

Her name is written in the hearts of civilization and 
her patience and sacrifice gave the world the light that 
illumined the way for the first training school for nurses. 
Down through the years her beautiful spirit has shown 
undimmed, and it is the glow of our inspiration from that 
far-off day of the Crimean War that should ever be our 
guide and our hope. 

In the final summing up of our life’s work may it be 
said of us, as of her: “The world is better for the service 
rendered humanity.” 


HOSPITAL SOCIAL WORKERS MEET. 

The American Association of Hospital Social Workers 
will hold its semi-annual meeting in conjunction with the 
twenty-fifth annual conference of the American Hospital 
Association at Milwaukee, Wisconsin, October 29th to 
November 2nd. 

The program includes a series of round table discus- 
sions covering community relationships, hospital and dis- 
pensary inter-relationships, admission of patients, social 
service courses for medical students and pupil nurses, the 
use of volunteers, the training and placing of the physi- 
cally handicapped, convalescent care, and social treatment 
of special groups of cases such as nutrition, psychiatric 
groups, venereal diseases, the unmarried mother, tuber- 
culosis, children, cardiacs, etc. 

In addition to these round-table discussions a pro- 
gram has been planned for the Social Service Section of 
the American Hospital Association, on Thursday, Novem- 
ber 1st, from 2:30 to 4 P. M. Topics and speakers are as 
follows: 

“Practical Social Service,” Mrs. Gertrude Howe 
Britton, Superintendent, Central Free Dispensary, Chicago, 
Ill.; “History and Development of Hospital Social Ser- 
vice,” speaker to be announced; “Development of Psychia- 
tric Social Service,” Miss Mildred Scoville, National Com- 
mittee for Mental Hygiene, New York City. 

The association plans also to hold a group meeting 
with the American Dietetic Association. 

Lena R. Waters, Executive Secretary, American Asso- 
ciation of Hospital Social Workers, the Johns Hopkins 
Hospital, Baltimore, Md., w.ll supply further information 
upon request. 


Hospital Improvements. A clinical laboratory and an 
x-ray department have been opened at St. Mary’s Hospital, 
Modesto, Calif. Sister Mary Ursula, formerly at San 


Francisco, is supervisor. 
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Hospital Born. 
I remember, I remember 
The house where I was born, 
A thousand windows where the sun 
Came blazing in at morn; 
He never came a wink too soon, 
Nor brought too long a day, 
For with him came smart orderlies 
And nurses with a tray. 
I remember, I remember 
A sterilized white tub, 
The practised hand that gave to me 
A scientific scrub; ; 
The little bracelet on my wrist 
To prove that I was me— 
I sometimes wonder now if I’m — 
The one they say I be! 


Great Relief for the Doc. 
Young doctor (exultantly)—Well, I’ve been successful 
with my first patient. 
Friend—What did you relieve him of? 
Young Doctor—$25. —Boston Transcript. 


A Literary Fit. 
Colorado exchange—“She was found writing in agony 
and rushed to the St. Francis Hospital, where an emetic 
was administered. She will recover.” 


What Did He Mean? 
“Writing poetry are you, doctor?” 
“Yes, just to kill time.” 
“All out of patients, eh?” 


Two of a Kind. 

A certain celebrated doctor hated to pay his bills, and 
got out of doing so whenever he could. One day the doc- 
tor employed a workman to mend some pavement just 
outside his house. Afterwards he exclaimed: 

“Why, you rascal! Do you expect to be paid for such 
a piece of work? Why, you have spoiled my pavement, 
and then covered it over with earth to hide the bad work!” 

The workman winked knowingly. 

“Doctor,” he retorted slyly, “mine is not the only bad 
work the earth hides.” 

Located. 

Medical Professor—Where is the glottis? 

Student—I don’t know, sir. I think you put it on the 
shelf in the dissecting room with the rest of the surgical 
instruments.—Boston Transcript. 





















